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SeKutive Surarnaiy 



About 55O3OOO i^rsons die ffom heart attack and another 140,000 die 
frem iiymies each ye^ m ttie Hmted Stsrt^. Studies estimate that from 
15 to 20 percent of iryury and prehospital coronary deaths could be 
avoided with the delivery of appropriate raiergehcy medical servic^; 

At the request of Senators Alan Cranston and Edward M. Kehhedy, gao 
reviewed tti^^ of OTiergehQr medical service programs in the 
United States, addressing the following questions: 

WlvaX, effect did iOie transition from federal to state leadership under the 
Preventive Healtti and Health Services block grant have oh emergency 
rascal s^yi©^ 

What are the Significant issues and barriers affecting the appropriate 
and timely delivery of local emei^hcy medical smrices? 



While recc^gnizing that states are now responsible for operating the pro- 
the Sehatm^ ^sbj^^ m to id^ffl^ any actions the federal gov- 
ernment could take to enhance states' progress. 



Background 



Emei^ency medical services are best delivered through a well- 
ax>rdinaib^J^tm While local providere and govern- 

ments have prindpai respondbiiity for delivering services^ the federal 
government assumed a lead role in improving ^cse sMsrvicc^ ^trough 
categoncsfl grant progran© created under the 1966 Highway Safety Act 
and the 1973 Emergency Medical Services stents Act. 

In the ^ly 1980's the federal goyeram^t devolved much of its leader- 
ship re^nsibilities to stat^ by foldii^ the Emergeh(^ Medicsa Service 
Sj^^b^ Act pit^^ into the Preventive Health and Health Services 
block grant. This prompted concerns that states would make less funds 
available for emei^ehcy medical service. 

Between October 1985 arid March 1986, gao reviei;^ the acttviti^ in 
sdx^taj^— €s^^o^tts^ Flmid^ lows^ Ma^adiusette, P^in^ivania, and 
Texas— to assess their iitauenee on the local delivery of emei^eilQr 
medical service. Within the 6 stat^, 18 urban and rural areas were 
selected for case studies. 



Results in Bnef 



Bolstered by the convei^on of federal categorical suj^rt to the more 
flexible block grant, stat^ have a^umed a more active leaden^p role 
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in finandng and regulating the locai deiiyeiy of ^ergt.iQr medic^ ser- 
yices. Although initially reducing ftinds for emei^ricy medical ser\dc^ 
m ttie yeara ^ ttte blodc grant, tiie six states gao visited have 
reveraed this trendy as the emergency medical s^vices community 
increasin|[y looks to them ratiter than ^e fed^^ govenun^t for 
leadership. 

MsoQr Iq^ arei^, hbwev^, have hot yet adopted service delivery prac- 
tices that have been shown te save live®. Quidc tel^hone access through 
911 js ^tizrat^ te^ availahteJtQ»J^ nation; 
advanced life support ambulance services are generally not available in 
most rural areas visited; and critical^ iiyured patients are hot talceh to 
tiie most i^prbpf^^ h^ttal in scone areas. 

Pn^r^ in adopting th^ practice has been impeded by the cc^ of 
ihstallihg 911 and acquiring sophisticated ambulance serido^ as well as 
tiie lack of Cdc^ration amdf^ emerf»t<^ medical service providers. 
Sts^ imd lo^ gbvaim^te ^ in tite b^ pdsiticm to provide tite pri- 
mary impetus in overcoming barriers to further progress. Certain fed- 
eral actions, however, could help enhance state and local leadership 
efforts. 



Prmcipal Findings 



Stat^ Assume Le^erahip Stat^ have iwrereed the dowhvrard fuhdte^ trehdsjFor nied- 
Rble Under Block Grant service initisdly es^ri^ced under the biodc^ant. Ftinding in the 

six states visited decreased 34 |>ercent &dm 1981 to 1983. Although 
tbt^ ^m<^t^ has hot returned to 1981 levels, fuhcfihg increased by 28 
percent from 1983 to 1985. Moreover^tiie states have increa^ their 
share of funding from 27 percent in 1981 te 50 percent in 1985. 



Under the blcx!k grant, states have expanded their regulatoiy and pro- 
granmu^c rol^ and have ^heraUy ^pt tiie re^mtsQ ^tms estab- 
lished under the 1973 federal categorical program. As of 1985, states 
continued support for 76 percent of these regional systems. 

Althou^ tlie block ^rant has worked well in engaging state leadership, 
federal lu^wa^^ ^^^ded by stat^ fw eme^g^^ hie<U(^ 

service could be better coordinated with states' overall emergency med- 
ical services strategies. Four of the six stat^ have used tii^ funds to 
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su^it ^n^^^medie^^ without constflteig with state emer- 

gency mediod services office. 



Al^migh 91 1 t^^dites quick public acc^ to emei^^ medical 
r^tuie^y it^ ^Smated^ii^ titan 60 percent of ttie haUbh, pri- 
marily in rund areas, is stili not co^red. Hi^ installation and c^rating 
costs in rural areas 6M> visited and the r^Uctaiice of urtian satibulanoe 
s^vices to joiei an areawide tel^hone receiving sy^o^ are among the 
prindpil barriers to 911 implementatipiL While state-mandated cov- 

arid &i^^^anw^m^ pnmibte brbada- coverage, only 
six states nationwide have mandated 9ii coverage and 26 have autho- 
rized a ^)ecial ftmding medi^^ 



^vw(^ life supF^t^^^ servio^^mc^ mpOTt^ to Qioae in 
critical condlticni, are primariJy found in urban areas. While ail nine 
urban areas gao visi^^ have ttiese »rvic^ available to at least 60 per- 
o^i ^tti^IMpili^ctt^ cnnly fbur of nine rural areas have sudi cov- 
erage. Low rural area caseloads often do not provide sufficient revenues 
^ cover advan^ life support fixed cc^ and fo^ude maihtaiahee of 
staff medicai sldUs. 

Stat^ have tak^ n^iy r^gi^itonr acticxns to t^grade the quali^ of 
advanced life support care. Of the 18 local areas visited^ however^ 10 
r^rtedttiatn^oint^i^«^ 

sonbuiance personncd and hospital phj^dans providing medicai direc- 
tion for field care. The F^@^ Commimicatio]^ Commission, which alio- 

ra^^iaim^, reo^tiy provided indre cliann^, whic^ could 
ameliorate the interference problem. Further, 10 areas indicated that 
outmoded ddmmunicadidns equiptieht also limits effective ambulsmce- 
ho^itsS rommunicaSoi^. Ho^t^ver, blc ck grant fiinds may not be used 
to purchase new equipment. 



Although taking severely iiym^ patients to spmalized trsUima centers 
nidne^i^ sccrv^ of the 18 areas gao visited do not have 

Aiily develcqped trauma ^sterns to assure that qritically iryured patients 
are tal^te tite^^tife^ ll^d^^m^aijtf a h^Mal as a toauiha 
cmter may thr^etoi other hospitals in the area with ppto^tiai loss of _ 
patients and pr^tige. Due partly to th^ concerns within the medical 
^ffrunui^, stat^ have done litSe to encourage the d«i^iation of 
"rauma centers. 



ERIC 



Availatality of 911 Vanes 
Si^iifieantly 



Advanced Ambulance Care 
Ldini^ in Rural Areas 



Many Ar^ Have Not 
Adopted Trauma Gare 
Syst^iis 



Executive Smnmaiy 



The new prdsi>ective payment ^steih being implemented in Medicare 
and being adopted by some states in Medicaid to rantsdn health care 
OKSfts might discourage ho^itals from ^)ecializing in costly trauma care. 

s^t^ r^nbj^^ cm the average dbsts of ti*eati^ 

patients. Trauma centers treating a disproportionate number of severely 
iiljiired patients may itbt receive sufficieht reiinburaemeht under this 
averaging metiiod to fully cover %e higher c^ts associated with severe 
cases. 



Matters for 

Orai^essi^al 

Considefatibn 



Although state and local ^venimehts are in the b^t jxisitibn to foster 
needed imprbvments, tjie Congr^ cx)uld consider actions in two areas 
to assist state and local efforts: 

A federal loan program financing initisd local 9ii stsot-up c^ts could 
promote broader 91 1 coverap^ particularly in rural areas^ if the Coil- 
^^dedd^ ttiat pfbmotioh of 91 i is a d^i^le nattohsS go^. The 
Ccmgress could exjilore i^odi^ing an existiiig loan program for rural tel- 
ephone systems, admihistered by the Rural Electri^catioh Administra- 
tion in the Deparbnent of A^cul^uis, to pennit ^sting loan ftinds to 
be used by local go veniments for 911 implementation. 
Hie cufmtt pfbhibitioh oh equiim^t pm^ases in Hie Prev^tive 
Health and Health Services block grant could be modified to permit local 
areas to replace outmoded i^mmuhicatiohs equipment using block grant 
fiinds. 



R66^lUT1^lda€^^lS avert a potentially negative federal effect on the develc5)ment of spe- 

cialized trauma carei GAd recommends tiiat the Department of Health 
and Human Services detemiihe whether federal Medicare and state 
Medicaid reimbui^ement rates have an adverse financial impact on 
ti^mna^ntera. lite of ti^ analysis should be cmsidered along 

with other factors in assesdng the need for a change in trauma-related 
payment rates. 



Agency GdltUtientS vie^ of dlr^^ctiy r^ponslble dura^^AO's 

^ work and have beai incorporated in the report where appropriate, gag 

did not request official agency comments on a draft of this report. 
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The mid-1960's marked the beginning of the modern era of the systems 
approadi to detivem ^n^gehQr mediciS service (ms!). Responding to 
concerns over the poor deli^iy of emer^enc^ care nationwide, the fed- 
eral goveiiiment assumed a leadership role in addr^ing th^ d^ncerns. 
Hus lead role cbhtinded through the i970's. 



In tiSe early 1980's, the fed^S gbvmuneht devolved more authori^ to 
statra for many public health areas. Using a block grant approach, 
states were fiven broad program and administrative r^pbnsibitities 
over sevens preventive health pro-ams, inciuding ms. 

m Mai^ 198^ ai^ Edward M. Kennedy 

requited that we review the progr^ of Em under the block grant and 
identify significant facte rs that encourage or impede EKis sjrst^ 
dev^^ent. 



We have defined ^ergen^r medical services as tlie resources used to 
deliver medical care to thc^ with w unpredicted^^ heed 
outside a hbspitiQ and continued care once in an emergency facility. 
Studies have ^qwn, and ems exj]^rts generally agree, that the efficient 
and ^^sb^natie ^livery of ^kfs sav^ lives and reduces disabili^. (See 
bibliography, p. 62.) 



rae cnticSHiy ffi and uxjured benefit the most from timely deliveiy of 
appropriate care. If their lives are to be saved^ individuals with serious 
iiyur^dr £umte cardiae^^^ m^ receive appfbplate medical 
treatment as quickie as pcK^ble. How quickly? The simple answer is 
tiiat eveiy minute counts^their liv^ are measured in minut^; — and 
the faster^^atiit^t ^ rehdei^ tiSe better. Dr. R Adams Cowley, one of 
the foremcKst authorities in the field and director of the Maryland Insti- 
tute for EJmergeh^ M«lical Ser^^ h^ foiinulated what he 
t^ms tiie "golden hour," indicating that there ^ists a single precious 
hour in which t3 locate and treat a critically ill or iivjured victim. 

To provide timely and appropriate emergen^ medical care^ it is gener- 
ally accepted that a local emergency medic^ s^^c^ system must 

• permit fast and ea^ public access to emei^ehcy medical rc^urces, 

• quickly di^atch tiie m<^ appropriate ambulance, 

• provide timely and appn^riate on-scene care^ and 

• swiftly transport victims to the most appropriate emerg^cy care 
fadli^. 



Emef gency Medical 
Serviees 




Introdnctton 



It is also widely acknowledge that a ingredient for effective per- 
fonnance of e^ of these phases is the coordihati^ and ihte^atioh of 
the area's providers into a coherent system, This helps assure the mcKst 
succ^ftd deployment ol the sura's medieal re^ 
emer^n^ ca^. the e^dstence of an integrated s^tem promote 
smooth aitd efficient handUng of a case as it passes throu^ the dif^ 
ferent phases of care, from tfie initio can to teanspbrt of ttte patient to 
the most a{qprc^riate ho^ital. 



The Evolving Federal Maiiy levels of government and private industiy play roles in the 
Live -7^^ ^ vu <u delive]^ of mm. Geh^tffly, tiie servioes so^^ local fevS by 

H01€ HI either lCK?al go\^mment or private providers. They include such entities 

as local fwB and police depariments, public and private ambulance ser- 
vice, ^d public and private h^itais. States generally provide ^?ipport 
for h^cal plsmning and service deliveiy^ as well as regulatory sta'^' r rds 
goveritihg tJie servi^ ^videre. 

The federal gbvenimeht has also influenced tlie development of local 
serviqes by pro^^ding fiinding, techidcs^^ a^stsmce, and guidance 
intended to upgrade state and local pr<^ams. A federal role in emer- 
gCTcy medic^ services was firet advanced in tite i960's, wh^ national 
studies revealed significant problems with the delivery of ems.^ The fol- 
lowing are example of cbhditibhs during that period. 

• About 50 percent of the ambulance ^rvices were provided by morti- 
dans dperabbtig inappropriate m^vehicles, and ^uhbulsmce service were 
often staffted l^ poorly trained attendants. 

• Ambulance h^ lio direct a^itimUnicatibns with hospitals or with public 
OTfety agOTdra, such as fire and police departments. 

• Ambulance service providers did not have knowledge about the level of 
mei^eticy ciffe available in hospitals wittiin ttieir service area. 

Alarinlng statistics reflected the seriousness of the problems. For 
^cample in 1965, heart attack and ii^u]^, two leading causes of dei^, 
accounted for over 700^000 and lOd^ddO deaths, respectively. About 
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half of th^ victinis died before reai^ai^ a hospital. Studies obnserva- 
ttvely cstinrate Sutft 16 to 20 percent of those ii^ury and preho^ital cor- 
onary deaths could have been pre^ted with improved emerg^cy 
medical service; in 8<»ne areas even heater ra^ could be achieved. 

Re^tiding to national cohc^ G<m^^ mSuded provisions to 
improve em^ai^ medlral s^cra as^s^ of the 196(3 lOghway Safely 
A^^Public Law ^^64). tte Hi^way Safety ^^i^^ adndn^^^ 
tiiej^par6n^t^^j[^^ encouraged statra to ratabiish 

standards for and regulate emer^q^r medical services. Complementing 
state standard-settii^ ai^ r^ulating ^^ts, sti^ w^ also autliorized 
to use hi^w^ safety grant Amds to improve ems equ^^^t and per- 
s^ei training at the loi^ service provider level. In 1986, stat^ sp^t 
$5.3 ir^li^ ctf tii^ $122 ndUimi in hi^m^ safe^ ftinds on ms. 

In 1973^ the Cdtigr^ eriactod ti^ ^ii^i|^icy Medi^ S^c^ Sj^tems 
prognun (Public Law ^1 64) to Airth€^ improve s^vices acr^ the 
countiy. the program emphasized the de^^opment of i^mial systms 
to j^^^nate ^c^^ services, md 303 geogr^hiod re^ms 

covering the entire country ^WBre identified by the states. T^ically , 
th^^stms cbi^^wv^d n^mal cbbrdiiuitioh activi- 

ties were usually provided by prV' r private nwprofit entities. 

tiianffl^ndbng (1^^ about $30 million in federal 

grants was made avaUable annually between 1974 and 1981 through the 
EHS l^stoms Act/or tiie i^oi^ toj^lati, tinp^n^t, aiid ecpand a 
system of ddi^(^ring canergenqy medi(»i services within their re^^ecti^ 
areas. E|u:h of tile ^3 r^ons was 
yean, aftf^ wH^ tiiey woe to become self-sustidning. 

In 1981^tiie Gbmtfbus Bu^et ^^x^u^ati^m omscOidated seven 
Department of Health and Human Services (hhsO preventive health pro^ 
^'ams, including thejras^stoms Adipix^ram, into the Prev^tive 
^^tii and i^ti^ Services (iw) blodc ^^nt. the block grant ga^ 
states brrad jnx^gram and actaninistrative r^ponsibiliti^ and sigiiifi- 
cantiy i^uc^i^'s r^fin tiiMe mv^ im)gr^^ induding ms. Spedf* 
icaUy, states could now dedde whether to use block grant mon^ for ehs 
and, if so^ how b^ to support service d^very. 
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IntztKliiction 



Qfei^^vpiQ Qprmp ^nrl We were asked by Sehatoreeramtbn and 

Wjct.ttvc£>, otupe, oiiu ^ systems since tlie inception of Qie block ^rant and identify 

Methodology factors that eheburs^ or impede further development of these systems. 

Based on their request and later discussions, we reviewed 

• the impact of past fed^*al aeefftrts, 

• the Impact of the phhs blo^ grant on the fimding of regional ems sys- 
tems created uiider the 1973 ems Systems Act, 

• the developmrat of state and locsd a© roles since blodc ^ant 
implementation, 

• the status of local systems in pro^adingtiIr^^^ ems, and 

• barriers to further pro^re^ and areas where federal actions could help 
improve service delivery. 

Information for this report was obtained from national, ^te, and local 
sbur^ involved in emei^^cy medicS service. National level sources 
includedjnterviewing officials in or obtsdning data from dot, hib, the 
Federal Emergency Msmagement Agaicy^ the Federal Communications 
Commi^ion (POC), the Rural Sectnficatioh Admmisti^ti^ (rea)^ 
Department of A^culture, the National Associati^ of State Emergen^r 
Medial Sefvic^K^ectbre, tiie Americjm l^uma the American 
College of Bnergeng? Physidsptis, the A^ College of Surgeons, the 
American College of G?TdiolQ^, the American Medical Association, and 
the American Heart Associatioh. We Ssb cbi^ulted with or obtained 
infbrmatidn f rom numerous e3q)erts inyol%^ in emergency medical ser- 
vices, indudthg tiie foriner directer of tiie federal eS!s cat^rical pro- 
gram, the director of the Maiyland Institute of Emergency Medicsd 

Service ^sterns, aiid leading state and local ems officials, including the 
chief of the San Diego County system. 

Iitfbnnatibh cot state and local roles and practice iii ems was obtained 
from visite to 6 stat^ and 18 local areas within those states. 

As shown in Hgure i.i, the six states— CaUforraa, Florida,^IbwsL, Massa- 
chusetts, Pennsylvania^ and Texas — ^make up about 30 percent of the 
H.S. pbpulaticni based oh 1980 census data and represent various get> 
graphicai reports. They also contain varying population d^iti^ and 
were among 13 states we had previously included in the 1984 ph»s block 
grant review, permitting us to COTtipsffe ttie mc«t recent state pblid^ 
with trends we previously observed. 
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Fifluf# 1.1; Six States Rev iewedi Comprising 30 Percent of the U.S. Population 




services. We examined state laws Jmdregiflati^ involving, for 
example, ttie licensing and certification of vehicles, personnel, and med- 
ical facilities. We also collected information on state programs that pro- 
vide direct servi^, technical assistance, and ^ants to local ems 
systems. Knally, we examined trends in the states' fiinding and regula- 
toiy roles in emergen<gr medical bv&r the past 5 years to assess 

the effect of the phik block grant, implemented in 1982, on the direction 
of state activities. 

Within the 6 states, 18 local areas were selected for case study to repre^ 
sent a range of population densities and ieV^ of medicsd resource. As 




Introduction 



shown below^ they include 3 msyor urban areas^ 3 predominately rural 
areas, and 12 nei^bbring urban and rural areas. 



3 Urban Areas • Alameda County (Oaldahd), GSifbiTOa. 

• Bdstoib Massachusetts^ 

• Dade Bounty (Miami), Florida. 



6 UrbMt and 6 Contiguous • Sacramento Gbmity and Placer ebfflity, eaifornia. 

Rural Areas • Melbourne and Brevard County. Florida. 

• Iowa City and Iowa County, Iowa. 

• Hanisburg and Peny County, Pennsylvania. 

• San Antonio and Atascosa County, Texas. 

• AmanUo and 26 surrounding obuhti^, Texas. 



3 Rural Areas • West Centrd Iowa. 

• ^^terh Massachusetts. 

• Northeast Pennsylvania. 

At ea^ local area, we reviewed their capability to handle each phase of 
an effective Eisis ^stem — acc^, dispatch^ ambulance servi^, and 
transport to critical care f&cilities— throughout the life cyde of a med- 
ical emergen^. For eadi ph^e, we determiri^ certain prac- 
tices exist which research indicates are associated with effective service 
delivety. 

• Access^ presence of the commonly recognized emergency telephone 
number 911. 

• Kspirtdi — centnd or ax>rdinated ambulance dispatch. 

• Ambulmce^ availability of advanced on-scene medical care. 

• 'fimisport — protocols and transfer i^emehts that assure victims are 
taken to ap^rc^riate medical facilities. 

Once the status of the local area's ^ability was identified, we sought 
to identify factors responsible for the presence or absence of an effec- 
tive ois ^rstem. These factors included, for ihstahce, tite availability of 
medical resources^ uncoordinated provision of services bj local public 
and private ehtiti^^id ti^c^ tii f^eral wd stato funding support and 
regulatory and inrogrammatic activities over the past sevend years. 
&iformatidn on the status of local 

sible was obtained pnmaiTly thrbu^ Interviews witii a number of local 
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officials in each area as well as m exaininatidn of local studio and 
documents. 



Because the critically ill or iiyured belief it most from an effective 
system, we focused m two mtical patient ^ups — acute cardiac and 
mqjor trauma. These j^ups were selected because (15 most critical 
emerpnci^ involve thrae gro^s; (2) the two ^u^ as a whole repre- 
sezttj^ ages— m^t cardiac victims are age 45 or older and most trauma 
victims are age 44 and younger; and (35 the ran^^f the nasded emer- 
gency^edical^s^^ gaieitdly encompasses those services 

required in other critical emergencies. 

Whfle tire mam tiirust of our review was clearly to assess tiiiie status of 
the ms program at the state and local level, we did— as asked by tiie 
rajuesters-^identif y ^j^^ smeas where actions by the federal govern- 
ment could help overcome barriers to further state progress. Chapter B 
contains ^)ecific red^mmehdat^^ to such fcjderai action, and 

chsiptere 3and 4 set fortii other federal actions that we believe warrant 
further exploration by the appropriate cdngr^ibhal committed. 

Om- fiSdwork, from October 198B to March 1986^ was conducted in 
aca)rdance with generally accepted gbveziunait auffiteig standards, 
except ttiat we ^d hot obtain of fidal agency comments at the direction 
of the requesters. We did, however, discuss the report with relevant 
s^ncy officials and have incorporated their comments in the report 
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The federal highway safe^jind ^ s^tms categorical pro^^tms of the 
1969*8 and 197G's were instrumental in increasing the aw£u^ness of 
state and local governments^ service providers, and the public about tiie 
n^ tb^upgtade^^ capabiUti Aljjiough ems funding was initially 
reduced in the states under the phhs block grant, they are now assuming 
a stronger ftinding and ^"^ul^ry role sfi^^ and other 

service pro^ders look more to states, r^er thLn the federal govern- 
m^t, for guidance and funding. Usiii^ the flexibility under the blbdc 
grant, st^^ are previdbig^i^mhg support for most ems re^ons estab- 
lished under the prior categorical program. Better coordination of fed- 
eral ^ding at the state level, however, oiuld assist in furthenhg hus 
system development. 



Progress and Prdbleins 
m B^eral EMS System 
It Ef f iMts 



Progrras was made in ek^ under federal leadership. With federal aid 
provided hi^ way safei^ and Mb systCTis pregrions, ^ong with sev- 
ei^ otiher |»t>grams indirectly related to ems, many c^nmuidties 
throughout the nation uf^raded their ems r^urc^. The fedc^-al prb- 
gnutts ii^rea^ tiie awfflt»i^ of state and local goveniments, service 
providers, and the public of ttie need to ^rstematically deliver ems. As a 
result, better equipp^ ambulemc^were p^ communications 
capabiUti^ were imp^ hc^pital anerg^cy departments and other 
treatment centers obtained equipment to better diaghc^ and treat enu^- 
genQT pati^ts, and more people were better trained to pro\ide emer- 
gency medical care. 



All of tiie 18 Iboti so^as we^isited used federal categorical funds to 
establish and es^and local ems ^sterns. For instance, state and local 
officials reported that: 



The current ems sj^tem in Alwieda Gounty, Califoztaa, was started with 
^^l^st^ra Art gitmt funds in 1974. The f^ds were used to develc^ 
standardized exams for paramedics^ put radios in all the ambulah^, 
and set Up a basic c^nmu^ system, which was later improved 
witii additional funds. 

Boston developed the basis of ite^EMs systm in the late 1970*s witS fed- 
eral ^systems fimds. Boston used its money to purchase 
its central medical emergency di^ateh equipment and d^ignate three 
trauma centers. 

The Emei^enQr Health Services Federation ems ^tem, including Har- 
iisburg^ Penn^lvania, and eight cbuhti^, used fed^^ cate^ricid funds 
to prbv^e educa^^ fatuning, and communications and ambulance 
equipment. 
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Certain probleins, however, haihpsred ems system development during 
tfie 197S*s. The ^ categoricsd p^grsmi;^^ veiy sfiTictured and subject 
to considerable federal control, mcs regulations set fbrth extensive 
requirements to qualify for funding. For example, regional systems were 
required to maintain 15 system components, rangihg from system-wide 
communications to offering public education and develc^ing disaster 
plans. Moreover, each i^oh was required to obtain a future funding 
commitment from its locad governments as a condition for reviving the 
grants. 

As \^ reported in 1976, ^tablishing re^onal ois^rstems under those 
conditions proved to be an ambitidus undertakings and many difficulties 
were ^ebuntex^^ supenmp^ rep^^ enti^ 

(AtieSy countira, and private service providers prompted jiuisdictionai 
disputes and coordinatio problems. Moreove^^ in 1979 we repori:ed that 
wh&ct federalfmil^:^ ces^^ Ibcfl gbverhmehts were imable or 
unwilling to sustain the system.^ 

Under tite cs^^briod pro^^, stat^ had liimted ihvSvem^t in pro- 
gram administration, hi some states^ funds were provided directly from 
HH5, bjrpassii^ the state ^veriim^t. lit other cases, grants were made 
to ttie state, wtui^ in turn awm^ded fmi^ to ^^ohal syst^hs. The 
ability of thc^ states to detennine how best to support local systems, 
however, wss constrained by the same federal i^uireitients that gov- 
erned Mie direcUy fimded grantees. 



Stronger State Roles 
Emerge Under the 
Bloel^ Grant 



In 1981, tAe f eder^ goventm^t gave sts^ discretion to determine 
needs and set funding priorities for ^yen categorical programs consoli- 
dated into the PHHS block grant. In addition to en^, states could chbe^ to 
ftind six other propams under the block grant: 

health incentive, 
urbsm rat conti^ol, 
hypertension^ 

flubndatibn, 

health education risk reduction, and 
hoitie health care. 



Rape cr^is was also included as a mandated service. 



i Em e ntehcy Medical S e rvic e s Sy stem (HRD-Te-iSO. July 13. 



1976); better report to tt^ Chairman, Soboommittee on HealtiLand ScientiHc Research, Senate Com- 
mittee on Labor and Humati Resourass (HRD-79-69, Apr. 12. 1979). 
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During cdn^^icnrialhea^^ pa^s^ of the block grant legisla- 
tibn^conc^rra were raised that states would make less funding available 
fbr EMSi resulting in reduced service levels. Although initial state 
ex^hditiui^j^re i^uc^ from levels sustained under the categorical 
program, most states ha^ reversed tliat trend and have assumed 
stronger r^giilatdiy and financial assistance roles. 



^IS Receives Lower From 1981tb 1983^tbtal ^^ditur^ for Ea^ fell by 34 percent in the 

Pfionty in fiiitisd Block ®^ states we reviewed, as shown in table 2.1. These six states reduced 

Grant YeSB^ funding ^low levels received in 1981 under tiie lest year of the categor- 

ical program. 



table 2.1: tbtal^Fadmii and State BH^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^B 

ExpanditurasforEMS Dollars in thousands 

Percmt^ngo In 



Siitii 19S1 IMS 1985 1981/1983 1983/1985 

California $6,102 $3,674 $5,601 +52 

Frorfda* 976 736^ 799 -gfi ~ j-j 

iowa 773 ^416 445 -46 +7 

Massachusetts 1,549 1,268 1,709 -18 _ +35 

Peririsylyarila' 5.218 3.111 3,385 -40 +9 

Texas 3,266 2,536 3,092 --22 +22 

Totil $17^884 811,741 815,031 ^3i +28 



'State has recently passed special revenue legislation predicted to sighifTcahtly increase EMS funding. 

The 34-pereeht ^p in byersffl fraiding is e^lained by decreases in 
both PHHS block gi^t funding and dot funding devoted to ems. First, ems 
funding was reduced from ^5.6 miUidh in 1981 eategbncal to $4.9 inil- 
libh m 1983 block ^ratnt funds. State ms officials attributed this decline 
to a need td fund higher priori^ areas since block grant funding levels 
were 14 J per^t b^bw 1981 categorical funding levels, although con- 
tinuing categorical outlays carried over from prior year awards initially 
offtet much of this cUt. In bur 1984 repbit m the firat 2 years' experi- 
ence tinder the ram block ^*ant, we reported that stat.^ assigned lower 
priority to programs, such as ems^ where th^ had 1^ involvement 
during ttie cate^rical prb^^ years.^ 



^Stat^ Use Added Flexibil ity Offered by the Prev^ttive 
(GAO/HRD^84-41, May 8, 19S4). 
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Se(x>ndy th^ states reduced ixrr highway safety funds allocated for ems 
from $7.3 million in 1981 to $1.2 miUion m 1983, reflecting a nationsd 
decline in the use of tlie^ funds for ms. dot of fldals e^lained this 
dedihe was prinapaUy due tb_Mve]^^ ihcludlY^ (1) a 

drop in total funding for the entire program; (2) an increase from 17 to 
24 percent in the funds states must set aside for other congressionally 
mandated purpose, sudt as ^orcemprtt of the 65-mile-per-hbur speed 
limit; and (3) restrictions impt^ed administratively during this period on 
the typ€» M EK^ projects eligible for funding. 



States Assume Stronger This irehd has be^ feveiBed between 1983 and 1985. Altitough total 

EMS Leadership Over Time funding has not returned to the 1981 level, table 2.1 shows overall, _ 

funding for the six stat^ increased by 28 percait from 1983 to 1985. 
While ail six stat^* ^ding^^ red^iced from 1981 to 1983, ems 
funding in these states for 1985 increased from 1983 levels. 

Increasesjn state fimds were primarily respcpsible fen- this funding 
increase. State funds increased from $5.6 million to $7.5 millibn over 
this period and accounted for 58 percent of the increase.^ The six states 
slightly increased their use of bIcKk grant funds from $4.9 million to 
$5.1 irtiUioh. dot funds allocated fm* ms also ind-eased from $1.2 millHm 
to $2.4 million over this 2-year period. 

Over the entire B-y&ax period, state revenues became the principal 
funding source for Ea^. As shown in Hgures 2.1 and 2.2, the prc^riion 
of total fuhdihg derived from state rev^u^ ihcre^d from 27 to 50 
percent from 1981 to 1985. While tho share contributed by federal ems 
categorical and phhs block ^aht funds remained abbUt the same, the 
proportion of funds from dot declined from 41 to 16 percent over the 6- 
year period Although this decline mirrors the national trend as 
expired above, ^e proportion of total ^cpehditures contributed 
by DOT funds in our six stat^ may be higher than the national average 
b^ause two of our stat^^^aliforhia and Peimsylvsmia— su^cdunt for 
more than one-fourth of the total dot funds spent nationaliy on ems. 



i^^tiy passed le^lfi^on placjy^ 
generate an additionaLS 10 million annually for EMS. Pennsylvania also passed revenue^enerating 
legislation similar to Florida's. 
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Figure 2.1: IRI EMS Funding Sources 
forSixStitii 




eategorica! Fands 



rotal Lxpehdltures 
$17.9 Million 



FIguro 2.2: 1985 EMS Funding Sourcot 
forSlxStitii 




DOT 

Blc^ck Grant Funds 
State Funds 



Totil ExfNinditures 
$15.0 Million 



The increased funding reflecte significant ei^ansion of state er^ roles 
tmdertheblcKJk i^ant FYbm 1981 to 1985^,jai tt^s^ 
have assumed new regulatory and other programinatic responsibilities 
by either passing new legislation or develcqping new regulations to 
e?qpahd the stat^* authqnty in flieja^ jo-ea. For Sample, CaUfbniia 
state Em officials said that anticipating tl^e block grant^ Uie state passed 
legislation in 1980, creating an ihde^deht Emergency Medical Smrtc€» 
Authority, which develops state regulations for personnel, training. 
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v^d^^^dj^mpnu^t. AnbthCT^ample is l^xse, where state ^fi- 
dais said that before the block grant, the Texas ems officii acted only as 
a pass-through agen for cate^rical grant funds and had no regulatoiy 
auSioiity. In 1983, the state enacted legisls^ioh giving tite office bbtti 
regulatoiy and e^anded programmatic authority. 

The states exerdsed their new regulatory authon^ in such areas w 
emer^h(^ medical tedinician trainings personnel Ucen^rig and ce'lifica- 
tioh, and/or v^de and equiimi^t spedHcattohs and inspecUmts. For 
instance^ states r^rted that: 

• Be^^n 1^2 and 1986^ California impiemented minimiiin sts^dards 
and regulations for certi^iitg emei^ncy medical technidans (emts) and 
began inspecting air £^d 

• In 1982\ Massachusetts began reviewing and ai^roving the esit certiH- 

i^sam and ti'aining ebui^, and inspecting and licensing 
ambuian^. 

• lit 1982, Florida b^an licensing air and ground ems vehides biennially 
and regtdatihg hospitals desiring to ref^ to tiimselv^ as trauma 
centers. 

Ln addition to th^ regulaton^ activiti^, five of the six states deated 
new pn>grams to ^ind and otherwi^ assist local ems ^sterns train per- 
sonnel, buy equipment, or plm for furtiter system improvdneht 
example, Califbmia is funding a region to plan and establish a trauma 
registry — a s^tematic collection of information on trauma rewurces 
smd cas^ sonong the area's hospitsds. 

Accompanying stronger state rol^ is ah ihcreasmg ihvolvemdit of local 
government and interest groups in pro-am decisions. In our 1984 
report, we noted that local dtizehs had increased their involvement with 
state decision msddng a result of the biock^ant. The blodc gcsjit 
requires stat^ to hold legislative public hearinp and prepare and malce 
public reports oh tiieir intended and actual uses of block ^aht funds. 

In addition to these feder^y mandated soured of local input, fbur of 
the the six states established new advisory organizations, which should 
enhance d^mmuiiications between lc>ca] providers and the state. Within 
the past 5 yeare, Florida, Ibwa^PehMylvimia, smd T^as created, under 
authority of new legislation, state advisory councils to the states* ems 
of fl^. Their functions ihdude reviewing and commenting on state ems 
poliqr, regulations, st^dards, md o^er aspects of state programs; 
Members iiidude physidans, nurses, emts, ho^ital administrators. 
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ambulance service providers, and representatives of the v^bus state 
agenda involved in emergency medical services. 



Rve of ttie six states have ch^n to channel funds to most of the 
regions created by the cat^orical ms program. Three of the five dele- 
gate additidnsU regulatbzy i^p^ to these regions. They have 
used aieir flexibifity ?mder the block grant to both broaden the number 
of regions funded and to expand the scope of state and regtbhal 
activiti^. 

According to a 1985 state survey a^hducted by the National Association 
of State ms Directors, 219 (or 76 percent^ of 287 regions were being 
funded in 37 of the 60 states and territbri^ ttiat r^pbhded to the 
survey arid for whi^ boihparable data ^re pr o^^ded . Of these 2 19 
regions, 45 had completed the 5-year categorical funding cycle and 
would not have b^h eli^blejb receive further federal assistance if the 
categorical program had been continued. 

Stat^ relied a mfe bf state, locS and block grant funds to support the 
regions, according to the survey. Two states continued funding their 
regions usii^ block grant funds bnly, 12 were using state and/or locsd 
funds only, and 23 were using a combination of block grant, state^ and 
local funds. 

All of the six states in our review were funding regional ems systems, 
except Florida, which was nbt usmg blbdc grant funds for ems. Unlike 
tile categorical pro-am which funded regions on a ^^mpetitive basis^ 
these states generally funded mc»t of their re^bns. The five states were 
usir^ tiielr blbclc pa^^^ flejdbility to continue funding 7 of their 18 
regions that would no longer have been eligible for categbrical assis- 
tance. Thus^ in some casp, blbck ^^t funds are sustaining regions that 
may otherwise have been unable to obtain funding once their 5 years of 
categorical grants were complete. For instance, the Hbek grant per- 
mit^, Ma£»achi^tts to support all six ms re^ons with block grant 
fimds, including three regions that had a)mpleted their 5-year categbr- 
ical funding cycle. In thejibsehce bf Hock grsmt funds, those regions no 
^i^er el^ible for categorical funds may have faced an uphill struggle to 
obtsdn local funds to continue operation. 

In extending ©sistance to regions, states reported that they also relaxed 
requirements for i^bnsU funding^ While ttie feder^ program required 
rej^bns to msdhtain a iS-component comprehensive regional ems system, 
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of fidals said tiSat stipes gave the re^ons mw^ fl^bflity to addfe^ 

local needs. For instance^ a state official said tiiat Massachusetts intends 
to fiihd the r^ons indeHnitely and is peitnitting each to cbhcehtrate its 
efforts on Ute perceived needs of the area The w^tern Massachusetts 
region has ^ded persoimel trainings while the Boston region has 
funded a bunt ihdd^ce study. 

Altlibu^ stat^ have given ttte r^ons mote flexibility, their functions 
across the county are similar. A 1985 survey (see fig. 2.3) reported that 
mc^ of the regional ftinctions include public education/inh>rmation^ 
plannihg, advbc^tcy, educattbh/ti*aiim^ advisb^, and cbirdnumcatioii^ 
coordination activities in^/olvlng the various service providers while few 
are involved in regulating or cbhtroUing service delivery. 
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HOOff 2.3: Rtgloral EMS Council 
Panctions 



250 No. of Regions 



200 



150 




100 



12 3 

Functions 

Functiont k^f 

1— Public Educatibh/lriforrnatiori 

2— Advocacy 
3~Pianning 
*^Educatibri/Trajhihg 
5— Advisory 



10 



6 — Communications Coordination 
r^Disaster Management 
8— Vehicle Inspection 
_ I^Persbnnei Certifjcation 
10— Vehicle Servicia Liciahsihg 



Source; 1985 Natiorial Assbclatibri of State Emergency Medical Services Directors Sarvey: 



Ceft£un limited 
Federal Actions Could 
Assist States 



Although states have assumed leaderehip rbfes in federafl prognains 
cohtinue to Mueho^ polidra. State officials believe the phhs block 
^^t supports th^ efforts 1^ ^ying them the fleabili^ to taabr 
re^urces to addTMs state jMS problems. However, the lack of state-level 
coordination in states' use of highway safety funds for ems purpcw^ 
may limit states' abilities to assure that these funds are used to support 
the W^est state priorities. State of ficials also told us that the ftd- 
era! government should sui^rt a national ems clesuii^buse activity to 
provide needed iriformati^ to stat^ in developing new pro-ams. 
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Gbdrdinatmg Hi^way Highway safe^ and ems proj^an^ in tAe six stat^ are adnumstered by 

Saletv Funds EMS at separate agencies but are often not ^11 roordinated, according^to state 
- and locsd ofHaals. While Sie state ^ ofHee 



State Level 



state's health departn^nt, Idghway safety funds go through a separate 
agehey usually loc^^ted in the state's transportatidn d^artment. 1^ 
ag^^ mak^ ^^nditure decisioi^ oh a vai^ty of hi^way sif ety pro- 
grams that could include bus. 



par recognizes a coordination problem between state transportation 
departments and ems offices* In a 1983 memorandum to the re^onal 
offlc^, the assoaate admihistTOtor for ti^Hc safe^ pro^'an^^ 
relations bet^^ state ekes offices and the ^vernufs highway safety 
repf^^tt^ in smne cas^ were either nonexistent, eitatic^ or out- 
right antagonistic* The mmorandum ftuther stated tiiat a special effort 
to promote d(»er and r^uiar cdo|]^ratidn between these key state 
ofHc^ would be d^ixrible in view of tfie^wihg impOTta^ and exper- 
tise of state EMS offices* The niemorandum^accordingly, asked the dot 
federal re^dns to ^"bir^te and support periodic meetings and coordina- 
tion between these state offic^. 

At the time of our nddwmk in tfie f aH of 1985, fcwevCT, hi^way^ 
safety offices in four of the six states we visited were stiU not coordi- 
ludbthg witti ttie El^ office when deciding to Use dot funds for ems activ- 
ities, according to both ma and high^p^ s^e^ official in tiidse stat^. 
For ^cample, in California^ $1*3 million of Meral highway safety funds 
^re srp^t on ^ in 1985* The state ^ of fice d^:tbr said that^ since 
his office was not involved in such decisions, he c^d not Judge whether 
federal hi^way stfe^ fthd^penditui^ were^fective in meeting 
state plans or needs in the merg^^ medical service area. 

F^erai highi^or ^ety e3q>^ditu^ in Florida are hot ^drdihated 
with the EMS office* Both the state eos dir^tor and a state high wsqt 
sstfety bffida toH ttiat, wifliout input &6m tlw EMS office^ highway 
safety funds were recent^ awarded to Dade County to develop a bmtma 
registry* Since the ems of Hce r^ulates trauma centers on a statewide 
basis, sts^ of ndals believe that ti^tuma c^ data^^ifld be collected 
and maitttalhed on a uniform basis acn^s all counties. Accordingly, ems 
bffidate b^vetitmt statewide stahdai^ fc^ troun^ care data should be 
developed bef we individual countira are funded to ^tablish ti^auma 
r^stri^* 
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Need fer National State officials said that a na^n^y focused information clearinghouse 

information CleaHnghdUse efforts to develi^ new policies and practices 

for emei^gemcy medical services. Sinc^ the advent of tiie 1981 block 
graht^the fed^al role in offiecting and disseminati^ information pit the 
success and probi^nis esj^rienced by state and local ^lid^ iii deliv- 
ering EHS has lunit^. As a i^ult, stat^ are individually pursuing 
iiu^tiv^ to develop new policies or programs with varied and limited 
iaiowledge of the e^^rienc^ of their counterparts or of natimtal 
sti^^in ^ ares^ aci^pig to an offidal with the national organiza- 
tion representing state Ens directors. 

Stafte of fidiSs said that they would ^efit from information on regula- 
tory and pn^rammatic initiative Undertaken by other state or local 
sy^^ns^ EMB and r^arch assessing the mart effective 

service delivery methods. States are particularly inter^ted in informa- 
tion on regulating air a mbula nce service, ^tablisl^ trauma ^rstems, 
fadUteting redprodty between states for ambulance personnel^ and 
gaierating new revenues for esis. 

According to state of fidals, an apprt^riate role for the federld govern- 
ment would be tiiespoh^rslU^ a natimtal desoinghouse activi^ that 
could |lve mf brmation to states. Such a clearin^ouse could give federal 
officials better information to monitor pn^r^ in tiie ma area. 

During the period of our Mdwork, hhs and dot l^ded the National 
Assodation ofStato l^ect^ to doHect and disseminate inf omatioh 
on state activiti^. Althou^ federal funding for this effort has 
eigpired, the a^cKdation is continuing to suppc^^ an ois de^^^ripiouse to 
diss^i^i^ mfozin^d^ 

effort with state and local ekcs providers to assess atid update national 
voluntaiy standards for in sudt are^e as vehides and personnel. 



Cs^eltlSionS llie blodc ^wt h^ well in engagng the stat^' resources to 

support EMS sjmtems development. Early ^eral categorical pn>grams 
hei^tened ti^e awar^^ of in improving the delivery ^f 

enusrg^cy medical care acrras the country. Bolstered by the more flex- 
ible fimding^emanittjng from the cdxiversioh fr^ fed^*al categorical 
supi^t to tile btedc grtmt, states a^umed a greater role over time in 
finandng and regulating ek^ i^st^^ns. Although initially cutting funding 
Mow prior cat^rica lev^ of tiie six sti^ are reversing this 
tirend and increasing their own ems ftmding su|^rt. As ehs providers 
and the medical cdxtimunily iiicreasin^y look to states ratiier titan tiie 
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federal govenunent f or leadership, states increjBingly have an 
expanded s^iida of regulatoiy and prograininatic initiatives. States 
have utilized tiie lES^ regions as partoere^in these efforts, taktr^jidvah- 
tage of their flexibility under the block grant to provide long-term 
funding support for the re^dhs. 

While the block grant has conferred the primary ems leadership role on 
the st^teSj better ccN:>rc^tattbh is heeded at tiie state level whaiffederal 
DOT funds are used for ems puiposes. Although dgt has sou^t improved 
ebbrdihatidh between state transpDitatidh and ems offlces since 1983^ 
our work shov^ %at state em^ offlc^ are still often not consulted when 
decisions are made to use highway safety funds for Em activities. 

The primary rei^irability for improving coordiimtion rrats with the 
appropriate state bfflcials. Cbhtihued dot encdurs^meiit of state level 
coordination, however, could promote more effective state pro-ams. 



Haying examined the development of ems and changes in federsd, state, 
and Ideal rdl^ since the mid-1960's, iri the following three dtapters we 
present ourent er© system i^ues in delivering servi^ at the local 
level. Potential state and f^eral actions to address these iissues are 
identified. 
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Hie expeditious rc^pons^e of emergency medical services begins with an 
effective system of public access and efHcieiit aitibulance dispatdi. 
StucH^ sl^w tttidb ttus can b^ be provided by a single coordinated 
^^stem that accesses all ambulance service providers in the area 
throi^ the rom^^ number. None- 

ttieless, many areas find this difficult to accomplish, due to ft^igmenta- 
tion aituing both sendee providers and local gbvenimehts within an 
area, as ^1 ^ jQie hi^ initisd 60^ of installing miti^ teiephme recep- 
tion and dii^atch equipment. State mandates requiring 911 coverage, 
coupled Willi sta« prdvisioh of a locSi ^u^^Ung me<Aanism, have hel]^ 
sonte areas overcome thrae barriers, but cmly six states nationwide have 
taken both these actions. If the Cdngx^ decide that promoti^ of 91 1 
^verage^ m ttie fedend mtez^, a federal ioaii program geared to 
rural areas could be considered to stimulate greater 911 coverage by 
defraying local gdveniments' initial start-up ce«ts. 



Single Number 
Par3^arly §11, 
Eicpedites Response 



The telephone i s us ually ffie n^ans by wludi an ofs system is notified 
of a medical emei^ency. A single area-wide telephone number, particu- 
larly the oomnu>n^ known 911 mei^iu^ nuniba*, si^uficahtiy h^t^ 
pubHc a^^,^^by redudng r^ponse timra, A 91 1 syston has two 
distinct advantage. Firsts callers need only rememl^r the (H^itimonly 
rec^ni^ thr^-di^t acc^ number. Second, an area-wide 911 ^^m 
automiatically routcss the call to the m^ apprc^riate ambulance service 
or other emei^enQ- respdiider. 

Eknergency medical services are provided throughout the United States 
^ a varie^ of public M ^ttti^, sudi as cities, counties, fire 

departments, ambulance compani^, and h^itals. CaUers for ems in 
areas without a univ^Balema:^^^ will not 

febw whiSi s^^ce mvers their location. R^ulte from an earlier survey 
on iorai areas witiiout 91 1 illustrate thej>roblem. the study revealed 
tiiat 24 i^(^t of an^^^ cal^ in Ssoita Glare Gbunty, Galifomia, 
initially ccdled the wrong a^cy because they were uncertain whether 
thi^ were in the couni^ or the dty of San Jose. Jurisdictional bounda- 
ri^ ^tftised tiie r^bhc^ ag^ct^ as well, since there mm reported 
instances where ndther the cotmt^ nor the dty ambulance service 
^md r^ptmd to eUls from a pio-^^ sti^ blbdc. a ttte case of 
Orange County, Floridly 40 percent of the callers surveyed reached the 
wrong number. Bf uch of the problem was attributed to the fact some 
callers wBre touriste and btiters ti^elkig tlmugh the are^i. 
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Other studies have shown the advantage of 911. A Minneapolis/St. 
Paul study completed in early 1983 rejwrted that before 91 1 there were 
bvCT 109 seven-di^t em^^^ni^ medics^ sem^ nirob^ m ttie^S^^ 
politan area. The study revealed that tiie number of callers waiting 
longer tlian a minute before readiing Hie correct contact dropped fit>m 
37 to 18 peimit aft^ Qie implem^tadtion of 911. FurSter, before 911, 
only 40 percent j^t tlirou^ to tl^ ri^t number on the first try. After 
911, 74 perc^t got ttirou^ (m tih^ attempt. 



FIgtm 3.1: CMtral Comsniinlcatldra for 
911 ihd Ainbiilihci Dlipitch 





Nationwide, 911 coverage has grown. A Stanfwd R^ar<^ titstitute 
study reported that in 1976, 27 percent of the^^uiation had 911 cov- _ 
erage^ Alti^u^ i^s^isti^teve ^en ke^ pr^ideiit of 

the Natiozud Emergency Numbar Assod^on estimate that about 40 
percent of the population has access to 911. 

Neverthel^, coven^ of 911 varies significantly among the urban and 
rura areas we visited, witii urban areas pneraUy havin^^ 
erage. As shown in table 3.1, among the 18 areas we vi^ted, 6 of tlte 9 
urban areas have 100 pNeroent of the population covered 911, while 
only 2 of Qie 9 rund areas have complete coverage. 



AvaMaMMty of 91 1 
Vanes SigiUf icalntly 
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Tabto 3.1: 911 Covsrago Among 18 
Local Areas 



Coverage 


Uri>an 


Rami 




100 jiercent 


6 


2 


8 


50-99 percent 


2 


1 


3 


1^ percent 


0 


2 


2 


None 


1 


4 


5 



In^as not covered by 911^ various aco^systen^ ^dst. For ex^ple, 
ttie Amarilte, r^a^^^ by a single, area-wide **800" 

ais acc^ number, in addition to local »3Ven-digit ehs numbers in ati^ 
throughout the i^<m. Ahotiier sys^ in Penry Goun^^, Pennsylvania, 
lias five sev^-<iigit numbers, whose geographic coverap usually corre- 
sponds to local Jurisdictidnal bouiidari^. In the southeast Iowa region, 
there are atK»ut 75 mifltt]^eac(^» humb^, including ambulance pro- 
vider, local police, and fire department numbers. As demonstrated in the 
Minneapolis/St. Paul study,^ callersjm tte area may experience deiaj^ 
idehtifyihg and calling the appropriate number. (See p. 31.) 

Pariial 911 coverage injii »ea ^motes confusion among those not 
covered. For example, a survey sho^^ that in the Boston region, 71 
percent of tiiose with 91 1 were^le to rem^bef ttie correct number, 
while brtty 21 percent of those without 91 1 oould do so. In ^llesley, a 
dty in the Boston region without 911, an offidal said that residents 
often call 911 instead^f ttie seven-digit number and reach the 91 1 ^r- 
atore of surrounding municipalities, the official added that either th^ 
calls require time-a>nsUitUn^ are refeired to the 

seveh-di^t number covering their location. In either case, time could be 
lost. 



^tablisWng a single^area-wide emergen^^ access number is 

difficult for msmy Hie most common barriers cited by the 10 
BreB3 ^ visited liuckii' g complete 911 coverage were start-up and bpef- 
ating costs of a 91 1 sj^tem and ambulance and telephone service 
fra^ehtatioh. 



Of ficials in the s^^^ areas and the three urban areas without 

complete 911 coverage cited the cost of installing and operating a 9i 1 
^stem as an dbst^e. As^shownih table 3.2, officials in six of these 
are&s beUeve that the initial start-up costs constitute a barrier, while 
those in three areas cited the continued operating c^ts as a bjirier. A 
telephone wmp^y ofs expert said that the cost of installing basic 911 



Frapdentation Among 
Local Service R^viders and 
Start-Up Costs aWbit 
Implementation of 91 1 
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is about $250^000. Studio show that operating and instaliation co^ts 
vary widely depending on gec^aphic, demographic, and techniciQ fac- 
tore; however, per capita o^ts Bxe hi^er bi rursfl sffeas because they 
have fewer people to finance fixed installation and operating costs. 



TD to 3,2 ; fcocal EMS efflciate* 
DpBilont on inability to Eotablish Area- 



Roaioiii for Biconipiitl 91 1 covirige 


Urban 


Rural 


'Ritll 


Total wHhoift eomplate 91 1 eovaraga 


3 


7 


10 


High start-up (x>sts 


1 


5 


6 


Public andjsrjvate ambulance service 
fraamantation 


2 


2 


4 




High bperatihg costs 


0 


3 


3 


Fraornented teler)hone services 


0 


3 


3 


Difficult to Gov^twe putjiic of need 


0 


2 


2 


Alternate sinale access nurnber 


0 


1 


1 



The totals in rach colamn may exceed the namber of areas contacted because more than one reason 
was died by officials in severil areas. 



(^fidais in the areas dting costs as a bamer toid us tiiat the availability 
of general revenues was limited. While initial stait-up costs were too 
great to be fmmiced but of general revenue, ttiey are too small to be 
sui^rted by a bond issue. 

FVa^^tation sonong ambulance service cited by 4 of the 10 areas 
as a barrier to complete 91 1 covers^. A Stanford Re^arch Institute 
study reported ti^at in ah area witii several ambulsmi^ service^^ local 
governments and ambulance services themselvra are sometimes reluc- 
tant or unwilling to relinquish control of emei^xtcy calls to a central 
telephone reception point. Local offldsds we visited said that ibe ambu- 
lance providers are concerned about delaying or mishandling calls and 
about I^tag cSHs to btiier ^videra. fii tiie B^icmre^CTi, forexarnple, 
a local EMS official said thatf^iice and fire departments in commimitira 
without 911 have been unwilling to a)ns6lidate or relinquish control of 
direct calls. Simil^ly, in west oenti^al Iowa, offidais indicate titat local 
areas are reluctmt to give up their own di^atching lurtivities; the tele* 
phone company will hot ihst^ 911 uhttl such pbliticsU cbhsideratibhs 
are addressed. 

Telephone service fomentation is a problem in three of the seven rural 
areas we visited where more than one telephone company provides ser- 
vice. For example, local offidids m the west cental Iowa area said ^at 
the technical difficulties involved in implementing a single phone service 





PigedS GAD/CTI^iaS Emergency Heffl 



EKLC 



dB^terS 

Wide ApfntMdi Biidea Mny Aren 



across the 27 telephone companies serving the area would hamper 
implementation of 911 thrbi^out the s^ea. 



State leadei^p c^ help overcome some of the baniere to implementing 
911. Nationwide, only 6 states are known to r^uire 911, and 26 are 
known to have mithbrized a ^^alfundUitg mecStanism for local sys- 
tms to p^ for its cost. The states wetted that have legislation man- 
dating 911 in local areas and provide a special ftihding me^ani^, such 
as a teleplibhelbUl siu*^^ have greater 911 coverage. Of our six 
states, CaUfoniia and Florida require 911 before the 1990's and 
authorize local gdveniments tb^ss to pay for its costs. 

Bbtiti stsdbes have over 7D pen»it coverage. The sixjocal areas visited in 
Calif omia and Florida have 100 i^cent coverage. The Alameda €!bmity, 
California EMS systm adimn^ for example, said that the state 
law requiring 91 1 and providing the county authority to impose tele- 
phone surchai^ was a msybr reason for tiie county's development of a 
911 system. 

TTie other fbUr s^ Massachusetts, Peimsylvaiiia, and 

T^cas— lade either a 911 mandate or a funding provision and have 1^ 
than 50 perrent of the pbpula^bh ^v^^by 91 1. Seven of the 12 local 
areas v^tb^ in tfiese four statra have 20 percent or Iras 911 coverage. 
hi five of these local areas^ officials said that state-le^lated mandates 
and funding provisibhs would ino^ase Hie likelihood of 91 1 
implmentation. 



State Leadership Gan Help 
Gverecatte hoesA 
Fragmentatien 



Existing F^eral Loan In addition to supporting state and local e&ss efforts through the blbdc 

Prdgram Faolitates 91 1 highway saft^ praams, the federsd government has indi- 

Gbvefj^e in Rural Areas supported 91 1 implmentation through the Department bf Agri- 

culture's Rural EUectrificatibn Administratibh loan pro-am. 

Fedend iow-biterest loans to telephone cbntpani^ fbr improved 
switching equipinent have^^^ ren^ve technicjd baniera to 911 in 
rural areas, according to rea officials. TTiey added that about 1 ,000 bf 
the nation's 1^400 t^ephbne a3mpa|ii^ have used tiie JffiA pro^^ to 
a^uire ate team CBq^sbUity and modern equipment equivalent to 
that in urban areas. Upg?wled ^uipment purchased wiUi rba loan 
funds, particularly iratpa^ of cB^tal switching equipment, has f adl- 
ttidued implementation of 911 systems. 
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However, is not authorized by its ie^lation to make loans to iocsd 
gdvenutients to cover the costs of establishing 91 1 sj^tems. Technical 
studio show tiiat suc^ costs indude pufdtase or lease of terimm^ 
equipment fbr emergency communications centers^ computerized routing 
of ihebmihg caUs, provision of defeated trunk lin^ firom company een- 

offic^ to meigenQT rommuniditions centera to assure uninter- 
rupted access^ as well as staff and fadlity costs. Four of the 10 areas we 
visited witiiout fuH coverage of 91 1 said that a fedenS loan prbgrsoh 
of faring financing to deftly 91 1 start-up crats would increase the likeli- 
hood of local implemehtatioh of 91 1 ss^itis. A loan program would 
pemiit to finance the initial start-up costs over sevend yeara 
rather than in a single lump sum payment. 



While the availability of 91 1 promote quicker public acc^ to the ESis 
^^tm, an ef fla^t process for dispatching resources once the ini- 
tial call has been made also promotes a timely and a^^ro^riate response. 
Ah effidait local dispatdi systm qm<^y tiiihsfera incbimi^ c^ to 
ai^nt^riate ambulance service providers. To assure an appropriate 
r^poiise, the dispatch system must also have the capacity to know of 
the avsdlabiUi^ of ambulance services. EBq^s^hihg practices vaned 
among the 18 areas visited. 

The number of times a call is transferred before an ambulance is dis- 
patehed affects r^ponse tiitie. In the 18 areas visited, the number of 
ti*aitsfers ranged &6m none to three, reflecting in part the extent of 
fragmentation among local emergency service providers. The differing 
d^patch practice in three oi tiie Ibc^ areas visited are illustrated in 
figure 3.2. 



Local Dispatch Systems 
y afy m RespMise 
EfSeieney 
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FlgimSJirraraforof eails In TIvm ton! Arwi* 



SacfwntnfiD Coumy. Cili«xnii 




911 Caii 



Brmrd CoQsit]^ Florida 



Ambulihci 




Sacramento County, CaJl^bmia 



911 Call 



■ 



__ljgL__ 
Enforc^mant 
(11 Pol^ 
brl 




Central- 
:ch Centi^ 

Ambulance 




911 Call 



1 
? 



OnelRumSer 



I 



IWo *fhanalera 



If 




Three Ihuiefera 



I 

41 



Cdunty 
Sheriff 



County 
Fire 
Department 



Coanty 
Commurilcatloha 
Center 



AmbulaiKi 

SenStti 
Diapatches 
Ambulance 



*Ba8ed on information provfded by Ibcaf EMS officials in these areas. 
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As shown in figure 3.2^ in the City of Gait in Sacramento CdUnl^^ Cali- 
fornia, ho transfeire made; 911 caHs go difectiy to dty police, who 
di^atch yelv^es. On tiie other hand, in Sacramento County it^lf, calls 
a*^ ti^^ffe th^ tim^: the ^uhty sheriff receive 91 1 calls and 
transfers them to the county fire department, which tra;isfers them to 
the cdun^'^ cdmmuiucatidtis center^ which contacts one of two ambu- 
lance service, which ifispat^es the v^cli^. In Brevard County, 
Florida, calls are tr?i"sf erred once from pilmai y receiving points fbr 
incoming 91 1 c^ (police and sheriff) to a central dispatch center, 
which monitors avaiiabili^ of the two ambuiance services in the coun^ 
and dispatches the most af^n^riate ambulance. 

Re^Kmse time is also influenced by the information obtained by the dis- 
patcher. All 18 areas collect location information from emer^cy 
callers; however, 4 areas use a special feature caiied "enhanced" 911. 
Enhanced 911 automatically displays the address and phone number 
frc«h wHSi the ^ ^is m^e a ecroput^^ wh^ tiie caH^cbmes 
in. This feature speeds respmise time and lessens the chance of error. 
Enhanced 91 1 has been credited with saving liv^ when children or 
others unable to pr6\ade this information have called for help. However, 
the enhance features can quadruple the cost of 91 1 . A New England 
telephbi^ company of fidcB told us tiie ihstaUati^ e^t of ertfiahced 91 1 
is about $i million as compared to a typical $250,000 installation cost 
for the basic 911 system. 

Ambulance re^jonse time is also affected by the di^atdiers' knowledge 
of ambiflMM3e service a^ m the area To dispi^i ttie jetppro- 

priate ambulance, dispatchers must know which of their units are avail- 
able to respond as well as what backup services are available in 
stuTouhdihg areas in case tiieir own umts are out oh a call. Dispat<£e^ 
in sdl but 4 of the 18 areas knew the availability of their units and had 
backup ammgemehts with neighboring ambulance service, ac^rdii^ to 
local offidais. For example, in Massachusetts, the state requires ambu- 
lance services to have backup or reciprocity agreements with other 
ambulance serviced. Therefore, accordihg to ^ cffidals, the ambulance 
companies not only knew the availabili^ of their own vehicles but had 
access to other veluc^ wheh^h^ed^ Howwct, the e^is directe 
northeast Pennsylvania said none of the 23 ambuismce services had 
backup agreements. 
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GonclusidnS in areas with 9ii, the public can obtain the qiudo^a^^ to im. 

Although nationwide ^vera^ has mcreased in the past 10 years, it is 
estenated tiiat more than 50 peixent ctf the_i8>pulatidn^ primarily in 
rural areas^still live in areas without 911. Biitial stiut-up and operating 
o^ts, as w^ as ^Ibult^ and telephone service fra^entation, have 
hampered the development of coven^e^ particularly in rural areas. 

Mo^ active state invoivem^t could promote broader local 91 1 cov- 
erage. State laws mand^ng cdvera^ and providing a furuttrig mecha- 
nism have provided mpetmi and reived cost probi^ns fbr local areas^ 
but only 6 of the 50 states have taken both these actions. 

While the fedmd ^ pro^wn has hdped rui^ telephone systems 
upgrade their tedmical capability to peittut 91 1 installation, local gbv- 
ernment^in rui^^re^ have oft^ hot capitalized on these teclmicai 
improvements jp«artiy due to the high start-up costs involved with the 
installation of 911 ^st^tis. Altiiou^ in tiie position to 

su^^wider 911 a>vez^e, federal support could also help by 
defriQing the initial start-ujp costs. If such stipiK^rt were fo^vided 
through loans, it o^^d p^d baSc over time eith^ through surcharges 
on t^ephon^ bills or through state or local tax revenue. Ftinhermbre, 
as discussed in chapter 4, mc^ij^ii^ tiie rags blb^ grant equipment 
ptii^iaM r^tiicttbh to pemdt tiie purchi^ of communication equip- 
;nent could also provide another source of funds to stimulate the ^wth 
of 911. 



Mattes fm 
ObnsideraSon l&y the 



If ttie Coi^^ dedid^ tiiat promotion of 911 is a d^irabie national 
go^, one option that could be entered m^uld be to niodi^ Illation 
autiiori^ng the reaJIow p^ available loan finds to be 

used by lb^govenmiaits to support local 9^ implementation in rural 
areas along with existing authorized purpose. 
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The diticaily ill and ii\jured require sophisticated care at the scene of 
the medical emerpncy. For these cases, the greater the capability of an 
ambulanee^service, tit^ iess lik^y avbi(bQ>le deatiis and disabili^ will 
occur. Most urban areas have ambulance jiervices tiitat provide ^vanced 
life support (Al£) care suitable for critically ill cardiac and trauma cases. 
While most rural ambulance service offer 1^ advsm^ care than 
urban areas, some are striving to provide ai^ care to tiie critically ill and 
iiyured Uu^u^^l^^ vaitu]^ witit btiter servi<ie providers. State 
and iocsd govenunents have develc^^ed standards covering the quality of 
care and^ therefore, have increased the local medical prbft^bh's accep- 
tance and support bf advanced prehospital acre. Recent federal actions 
to inqiease radio frequencies available to public safety tisers^ 
inducUrtgEMS^^ Jt^p impreve deliveiy bf advanced care. Increased 
local upgrading of putmcded communication equipment might occur if 
the current restriction on purchase of hew equipment with raSs blbdc 
grant ftmds w^e lifted. 



ALSOfferatRe 
Greatest Benefit to 
GriMeaily HI or fe^ured 
PfersOTis 



On-scene merg^cy care is generally divid^ mto two levels of care-^ 
basic life sup|X)rt ims} and ais. bis is provided by emergehey medical 
teduudans ti^ed in nonihvasive txes^^t meQibds, such as adminis* 
tering cardiopulmonary resuscitation, dressing wounds^ and adminis- 
teringoxyph^Ai^ is ambre S€qpli^^ l^vel^f fereatiit€»it delivered 
by psuramedi^ ti^ed in in^ive medical tedtiniques, such as adminis- 
tering drup intravenously, defibrillating cardiac arrest victims with 
dectiic sivbdc, said dearir^ atiways by inserting a breathing tube. Gen- 
erally, paraniedcs deliver ais treatment und^^ 

through radib o^ittact with^ and by Mlbwing written medical 

treatment instfuctibxis or protorols. als also includes the specialized 
equipment that must be on board the als vehide, such as defibrillatbrs, 
^dbtrachesd tub^, drugs, and inti^avehbus equipment. 
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According to ms e^rts, bis care is adequate for medical eiher- 
g^e^. However, MS care is preferable for the more critically ill or 
ii\jured, such as cardiac and trauma patients. Results of several studies 
show that patie^^ who receive ^ csffe have a lugher survival rate 
titan tiiose receiving only bis. F\Dr example, a study conducted by Boston 
Universil^ researdiers shows that the chance of survival in cardiac 
eii^rgatci^ ind*eas^ by up to 9 perc^it when ais servicra are 
provided.* 



BLS Wid^y Available but bls ambulance service were g^erally available in the sbc states and all 
Acivaneed Gare Vmies 18 Idofl j^as we ^asit^ Five of tiie six statra require ambulance ser- 

vices to provide bls. Iowa does not^ but many of the local governments 
in the state require Bi^, aco^ilihg to state Em offldals. 

ALS services are g^ersUly avail^le areas^but are less preva- 

lent in tite rural areas.^ As shown in table 4.1, als "ms available in all 

^Pptpt A. 9ytlco^^ anddthere, ^'T^inga M^^That Evaluate cyioro for Rural Em^^enQr 
Medical Service Development," Medical Care« Bfarch 1984, vol 22, no. 3, pp. 202-215: 

^Wfe defined AIJ3 avallabiliiy and coverage m the pot p^xija^h in areas vfith raponse 

tiinesot^ CMr actual response time witltb^ 

of 1 0 minutis in an urban an^ and 30 mihuttt in a rural an^ 
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nine iirban areas visited. entire population is covered als ser- 
yibes in six of the urban areas, and^^ than 59 peroent is covered in 
the other tiiree. Ho^^er, als wss not as frequently avsulable in rural 
areas. Excluding the rural areas surrounding Aitiarilld, only one of eight 
rural sot^as hi» 189 percent coverage of mjs, while four had le^ than 60 
percent coverage. 



libA 4.1: ALS C6v«rag0 Among 18 
Locil Aflil* 



Pirccnt of populitidn cdvirid 1^ AL8 Urban 


Rural 


Tdtil 


IBS S 


1 


f 


50-99 3 


3 


6 


1-49 i 


2 


2 


None 0 


2 


2 


Tdtll 9 


8» 


17 


■Information provided by local iMS officials in the 18 local areas visited: 







^niie rural area surroanding Aitmrillo has more than 50 r^rcent of the populatioh covered by ALS sw- 
yioes^ but ho tirhe respdhe? goals are established, nor could estlrnates of average response tlrne be 
provided. 



Local EMS officials in rural areas with less than 100 percent coverage 
said tiiat the caseload of cntiauiy ill or ii\fured victims 1^ ^56 ?mall to 
justify the es^ise of als. For eirample^ one study showed the cost to 
st^f and ihaiht^ more ^an double the cost of a Bts imit. 

Moreover, mainUdning paramedic skiils difficult with low caseloads. 
EMS ofHcials In west central Iowa; Atasc(»a County, Texas; and north- 
east P^utsylvioda sidd tfie number of cas^ in the rural areas w^^ not 
sufficient fbr skill retention. 



Some EMS systems in raral areas are using imiovatiye approaches to pro- 
vide ALS. For example, an ems official in Holydke, Massachusetts, said 
that wheii Ais is need^> the piivate bls ant^ulance service contacts the 
local hospital, whj^h dispatches two ^ergenc^ room paramedics 
train^ in Aj^ wl^ the patienf:^at fM scene and^ if i^eded, during 
transport to the hospital. According tp the oMcirJ, this s^rpach 
increases cost Sf f^ven^ providing ALS only when heeded arid 
bverc»m^ the pmhlm of skiU retention Ib low caseload areas by using 
ho^ital-based sta^. In the outlying rural areas surrounding Sacra- 
mento, Califantia, arrai^nehts ^i^t for ^ to be ^b^ded by ah Ats- 
equippCKj helicopt/eri which transports victims to the urban trauma 
center. 
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Establishing and enforcing standards is critical to delivering quality 
prehds^tiBesffe and to advmt^ng Uie sbph&ticatibh of sudt care. 
Unless the medical communis is confident that paramedics are ade- 
quately trained and equipped, their wiUingn^ to permit paramedii^ to 
prbvi^ advanced treatment is unlikely. 

Allsix stat^ visited have i^ts^Ushed st^dards for emergency medical 
personnel, vehidra, and equipment tiiat parailei national standanls. 
Training programs based on national oiirioilUm have been ^tablished 
in $m six stet^, and isms and paraniedics are penodically certified and 
licensed. Ground ambulances and the medical equipment carried on the 
vehid^ are also i^gulal^ tiirb^p U^isure and inspection. Addition- 
ally, four of the ^ states — ^Florida, Iowe» Massachusetts, and Texas- 
regulate air ambulance service. 

Medical control over field care through ambulance-hospital communica- 
tions mid tre^n^ht protbro^a^ ^ih^ces tiie qu^dity of care^bbcid 
EEHS officials in the 16 areas we visited that have als said that Ei^ per- 
sonnel cdnmunicate 1^ radio with hc^ital emergency rbbm staff when 
M£ i^atihent is administered. They added that medical continoi is also 
provided in these 16 areas through written protocols containing 
standing drd^ fen* medical ti^eatineht. 



State aitcl Loeid StaiidiE^-ds 
^ihanee Quality and 
Availability of ALS 



hocBi bffid^ ssdd tiiat interference due to overd^wded radio fre- 
quendes and outmoded equipment is hampering radio communications 
bet^^ sunbulahe^ Ree^t Federsd Cbmmunicatibns 

Commission s^ons to coordinate licensing at the local level and to c^n 
new public safety fmiUendes, however, could alleviate overcrowded 
sdrwas^. Moreover, state offldsds believe that lifting the prohibition oh 
the purchase of equipment, particularly on communications equipment^ 
o^uld ebmpl^^t tiie acticms and help moderii^ locd Eaws obm- 
mimications equipment. 

Ambulances responding to a medical emergency use the radio to obtain 
guidance on locating the victim^ to communicate with a physidan when 
adnurasterir^Jreatm and to identify the most appropriate hbspitcd 
to take a victim to. Radio communications are also used to transmit elec- 
trcK^ardi^am readings from the field to the hospital. Prdbleris in radio 
(X)mmunications for £my of th^ puiposes csm be life threatemng. 



Overcix)wded Radio 
Frequenci^ and 
OutiAodcd EQiiij^n^xit 
Hamper Delivery of 
Gare 
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Gfthe 18 local areas \^itea^^3repw^ ntdib conrniumcations prob- 
lems. Table 4.2 shows the nature of the problems; some areas reported 
problems in both categoric. 



TkHi 4^ Radio eommunlcations 
PfSMim Ripbrtid by Local EMS 
Officiiii 



PrablMiM 


Urhan 


Riinii 






Radio interference 


7 


3 


10 


Outmoded eaUibment 


5 


5 


10 



Overcrowded Radio As shown in table 4.2^ id of the 18 local areas reported unacceptable 

Frequencies radio inteiferenoe ftom other emei^ency and nonme]::gency us^ 

lioensed to use ttiese diannels. Acc^ to radio channds for ^ is gov- 
erned ^ the KC. The ag^cy allocates radio frequeitd^ to groups of 
1^;^ ji^J»u^l^^B^ to eadi us^ wittibi eadi group. £3^ users are 
included in a group called thejB'eciai em^igency radio services^ which 
also include hospitals, school btis^, and r^cue operations. Bt the 
s^proximately 75 radio dhannels that roc stsff indicate are avaiiabie for 
i^^al ^&^^cy users^ lb have been desipated for medical communis 
cati^, iht^ded piimi^ m^<^t^ medical s^ric^ and second- 
arily for other more routine medical purfxses, such as communications 
between doctors and their office or interhbspital ebnutiunicaticHis. 
Under roc rules, providera share tiie 10 channels with oSier non- 
errorgency medical related users^ such as hc^ital administratibn 
bfn^, medical spools, and national and state phsrsidioi bi^ariizatimis. 

The roc licenses multiple users on the same f requehci^ in a sin^e ^b- 
graphic area to accommodate the demand for fk^u^d^. The Ranting 
^ licenses for these channels is done on a nrst-cdme, first-served basis. 
There is ho ^Uqt to ^ve eadi Ism provider sole use of aH of some of ttie 
10 mecUcai channels within a local area, nor are other nonemergency 
medical Users required to obtain dearanee fi^m ^ cbmmuhicatibhs 
centers before using medical channels. 

A 1985 rob repbrt slewed that cbmpetitibh for frequencies increased 
with the growth of these users.^ As noted in that report, the medical 
services fi^U^d^ are sipificantily more dnawd^ than the fire and_ 
pbUce frequend^ in 21 of the lai^est metropolitan lu^as in the coun^. 
table 4.3 shows the average number of licensed public safety stations 

^FCC» Rep ort on FYitore Public Safefa r tdecommanications Regtrfremqits, June 21, 1^. 
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per channel^ih ihet^ iffeas^ehcbmp^mg the three urban loca- 
tion*^ we visited — ^Alameda County, California; Miami, Florida; and 
Boston^ Massactiusetts. 



PiMIc Sifity Stitibhi Pir ChanhiP 



*GAO analysis of data contained in 1 985 FCG report. 





EMS group 


Poiica 




Alameda 


56 


10 


4 


Miartii 


46 


4 


8 


Boston 


28 


8 


7 



report ftirtiher sts^ that bet^n 1981 and 2ddd, the demand for 
additional stations tor ems providers and other Users in its group is 
^^eted to incroase by 245 ix^o^t nationwide, by 128 percent in the 
Alameda area, by 1 95 percent in Miami^ and by 1 78 percent in Boston. 

0f Hie 16 areas we visited e^^riendng tiie ovei^wded frequency 
problem, 6 le^rted inter^renoe from other wss users, 1 had interfer- 

from z^t^n^g^iqr us^, ai^ 4 iffeas reported problems from 
both sources. For ^cample, Alameda County officials said that fire 
rescue service in the county routinely e^^rieiice ihta^^'^ice oh their 
assi^^ maedicsd rommuniciSohs chsmnel due to the iso^ number of 
nonemerg€|^ users in the area* In the Harrisbui^^ Peniisylvaida, area, 
l^alji^ bffida^ told i^tita medic^ <^nmiuhiaKti6n dtanneis are 
becoming cong^osted as the number of als services increase, and as a 
result^ the medical command from a hc^ital to an ambulioioe for a pio*- 
tiictttaf pati^t ms^ be heard by another ambulance tian^rting 
another patient. In one incident, Utese of fidals said that medical treat- 
ment iii^traeti^u^t^ide^ for a Baupldh Gbunty paramedic ^re heard 
by a pioamedic awaiting medical commands for his patient in neigh- 
boiing York CkWnty^Qin^i^^ atenbst 
achmnistefed the wrong treatai^t before reaii^ng the instructions were 
not for his patient. San Antonio^ t^xas^ officials said that their emer- 
^iq^ radio ^nmuhieatidhs frequehtiy ihtemtpted by licensed non- 
emergency use of electronic pagers. 

Recbgni^hg tiie fi^uency-bvera^wding problem, ttie foc has recently 
taken two actions to help resolve it. In April 1986^ the Fcc designated aii 
oi^anizati^ to re^w fu&w Uc^ise appUca for tiie spectiiim of spe- 
cial emergency users encompassing both the medical channels and other 
fi*equencies assi^ed to such Users as school bUs operators. This oz^ahi- 
zatibh & to roa>mm^d frequencira with the least likelihood of interfer- 
ence, the FOC selected the National Association of 3usiness and 
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Educational Radio, in consortium witli several pubU^^ safety organiza- 
tions^ to advise it on frequency allocation and licensing decisions. 

hi July 1986|^the poc allocated a new and unused ranp of h^uendes 
for pul^e sai^ j^^^Jn^ud^ W^sars of tiuse fiequ^d^ wiU 
have exdusi^ use of spedfic channels, according to an foc official. 
Since the roc has not yet defii^ the fi^tieii^ baxid widtlis of each 
diamid, ttie r^itt)er of diam^ Ou^ will be asrailafoie is unlmdwn at 
this time. Tlie foc is de^l^ing a national plan to guide tiie allocation of 
th^ new &equaid^. IliB ooi^^ d^^i^ diani^ for psorttcular 
purpose, mich as ems. To use th»e new fi^uendes, however, most local 
EHS providers would have to purdiase new cdiiultunicatibhs equipment, 
accbrdbig to ah Ftic offidal. 



Outinoded £k|uipment 
Hampers Effective 
C^mnmiications 



Old and outmoded equipment also hampers communicati^ between 
ambulance and hospitals. Ldcjd Ul^raditig of cdnutiUnicatibns equipment 
could pbtentiaUy be t^tst^ied by modifying tiie cuirent blodc ^*aht pro- 
hibition on equipment purchases. 



Ot the 18 local areis^ visited, ek^ officials in iO areas cited outm^ed 
equipment as a problem inhibiting ehs cdimnunications. Further, bffi- 
da& biidiie aro^ fepwted tiiat aithbulance-hbspital communications 
were hampered by geographical obstades that cotQd be overcome by 
new equipment. 

For example^ Alameda County^ California^ ems bffidals told us that 
nvG»unt^ibus t^ain blbd^ amuhuitfcations between ambulant crews 
and ho^itai physicians in certain areas. Without medical direction^ 
parainedids are i^t^mttt^^ treat- 
ments. The county wants to instaii a new tower to eliminate communica- 
tions blind spots, but according to local bffidals, the prohibitibh bn 
usmq| nos blodc ^tmt fimds for eqttipment purdiases impedes the 
county from updating and replacing old equipment. 

Cuirentiy, the phhs blodc grant prohibit the use of block Jrant fund^ 
for equipmenei>urchases (Public Law 97-36, Sec. 1904(aKlKF)). This 
prolubiti^ ffid not ap^ to tiie prior m& categorical program. The pro- 
hibition reqxinds to con^reraional concerns that funds ^uld be ^nt 
on expensive traiispbrtatibn equipment, sudi as helicopters, ratiier than 
on planning, ^tablishing, and e>^anding regional m& s^tems. 
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However, the prohibition also applies to commurications equipment and 
has r^rtedly inhibited sditie local systems f rbitt nuUdng heeded 
mt^vm^ts^^ecifi^y, four of iite five st^^ ^ited using block 
grant funds for ehs said the prohibition restricts the ability of their local 
r^ohs to buy i^w ^iidpm^^ Tiw&t of 

tltese five states do not provide state funds for local EHS equipment 
purchases. For example^ a state official told us that California impc^ 
pr^biticm its bim funds in i98i — &e year the block ^^t was 
ratablished — but that tlte sbite would reoonsider its poliQr if the federal 
prdhibitibh were lifted. Oh ttie other hand, hew mm rev^u^ generated 
in Pehn^lyania from the recent^ (^acted surcharge on moving viola- 
tions will beayailable for the purchase of new equipment^ according to a 
state of fidal. 



CdnclUSidilS The smvlvS ciiances of patients with critical Ita 

incr^ised by the availability of MS care. However, ALS is bftih hot avail- 
able tii ruzti coieas, Iffi^l^ due to ttie low caseload titat limit Qteir 
ability to recover their fixed costs and to maintain their skills. There- 
fore^ tutsl areas have to rea^ beyond ttieir own jmis^^ 
ri^ in cooperative venture to engage the resources of other areas. 

State wd IbcsQ regulal^^^ have promoted widespread availa- 
bility of ambulance oure that meets BUS standards. Further, state and 
local standards have provided the framework for upgrading local csore to 
ttie MB level, promot^ the requisite medical confidence and conti^l 
neceraary to perfbrm the advanced medical treatment prcR^edur^ used 
in the field. 

We did identify one area in the delivery of field care where prbblans 
bccuiT^— mbulan^hw^ Most local areas 

reported e^^encL: £ ^ommunicatipns problems^ principally involving 
bverot^wded frequ^id^, and said ttiey had outmoded cx)mmuni- 
cations equipment. These problems can cause breakdowns in communi- 
catidns between ambulance personnel in the field and physicians in 
hospitals givbig medical dlrectton. 

Tlie has re^tiy moved to meUbrate the prbblm of overcrowded 
frequendra. It hss designated an organization to help coordinate 
licensing on existing channels in Ibcal areas and has allocated a hew and 
unused range of frequehdes for public safety, including ems. While these 
actions ai^ar to be promising^ further expenence wiU determine how 
effective they are in prbviding improved radio cbirmttmicatibiis. 
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Regarding outmoded communications equipment, both state and federal 
governments cdiild do more to support the local purchase of hew equip- 
ment. Ef forte und^tidcai by sevend states to provide new fimds to local 
aii^ through surcharges on moving violations ai]^ar to off^r some 
premi^ til helpi^ l^al ffii^iee^ ccffnmuhicaticms equipmait. 
At the fed^al level, modifying ttie current block grant restriction to 
I)ermit the purchase of commumcsdtibns equipment would bffgi* state 
^id ld<^ of fld^ added fl€»ibitity and gresd^er opporb^ to upgrade 
EKis ccmununications. It would offer another cation to local areas to 
replace outmoded equi^eht and to purchase ^m^h^t that 

might be naeded to acoras the new radio f requ^cies recently allocated 
the rcc. Ho^ver^ using block grant moni^ for ems cx^mmuiuc^tions 
equipni^t would bbmpete witit btiter uses of the Umited funds avail- 
able. Tlierefbre) the Congress will have to decide whether to grant addi- 
tional flexibility to the stat^ for this purpeee. 



« ^ frif 6cm^^ sftibifld ebhffl<ter mbffifyiiig the curfOTt prbhibitidn oh 

MaurerS IOT equipment j^urchase in the ph^ 

Qea^lSid^aS^ 6y the 1904(aXlXF)) to give sta^ and Iw^al areas^srt^^ in 

Congress acquiring new equipment to upgi^e ems communications. 
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An effective ems s^tem rout^ the aitieally ill or ii\jm^ to specialized 
medical fadliti^ sldUed in ti'eating such c^es as mgjor ti^uima and 
acute cardiac problems. Appropriate care for caniiac victims is widely 
avaUs^ in most h^itals^ However^ ttie availsdbility of trauma care is 
limited to q;iedaiized fadUties, 

local ^sterns have hot dev^oped pro^ur^ to assure that trauma vic- 
tims are tsd^ there. As a rrault, th^ areas may not be providing 
trauma patients with the best care available. 

Studies and ir| grmsdion develcq^ in pur fieldmirk indicate that eci> 
homic ^d^ditit^fact^ra, p hospital 
witiiout trauma center capability, are impeding many local areas from 
deyelf^ing a ^stematic at^roach for deUvering trauma care. States are 
in ^e b^pM&m to overecnite tiie bariiera to bmtma system develop- 
ment, but have done little to encpuni^ the develc^ment of local litiuifia 
^tatis. l^^itt ^lai^^^hg |Aiased in uhde^^ ^^tijmd state healtii 
financing programs to ccmtain health care costs mi^t discourage h^d- 
tals from^pedaiizing in trauma care because the reimbursement rat^ 
do not reflect ttie hi^f cc^ of treating ttie most seve^dy injured 
patients. 



Mudi is being done for the cardiac patient today. Studio show that the 

p 1 4 "1 Kl ^nbtiiattmi bf^lffl^ htunbe 

L^are W IClely AvaiLaDie nary rrauscitatlonj the capability of ms ambulance services to provide 

hbhihvasive but effective care, the ability M MB ambulsaice s€Tvicc» to 
provf<*^') even more sophisticated levels of invasive ti^tinent, and 
readLy available hc^pital cardiac emei^ti^ cafe are sighificaht factors 
in tiie reducH<m of death said dissSiUty amoi^ cardiac victims over the 
past two decades. A stujdy iqxmsored by the National Heart, Lung and 
Blood Institute reported jaiii 18-perceht dedihe in ^e death rate in heart 
disease from 1^5 to 1976. The r^rt stated that ''ambulances and 
other eme^nc^ vehicles are better ei\iipj^ and staff better trained, 
r^idtii^ in patidi^ beii^ delivered to ttie hospital in better condition."! 
Death rates from heart attack are down from 7dd,d0d in 1965 to 
560,000. 



^DOT, >tettoiiHUiighWBy TrameSafeCy Adrotzdsmoion, Em^^icy Medi(»l Services Branch, l^twr- 
flCTcy4feda^^ CTVio e s 1966 -197»^wanv Review and Fi ciaieefe, March 22, 1979, p. 277. 
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Several studio show ttiat the wid^pfead availability of c^diac care 
units withm hi^itals has also increased survival chances.^ Hospitals we 
vi^t^ in ttie 18 local^areas had mei^i^ i^rr^ j^iat hospital of SdaB 
indioited ^re Quipped and staffed to deal with card^ mergenci», 
as well as cardiac intensive care units atul other specialized cardiclc^ 
service. 



Unlike cai^ac care, there 

ttiat can provide appropriate care for the most severe^ ii^jured patients. 
Di^f^, s^rt^imtic^y routoig ti^mna pati^its to appropriate hospi- 
tals is important. An effedive trauma i^stem should be able to: 

» id^Q^ ho^itais with spedalized ci^abili^ to provide tiwima care, 

• identify m^or traimia vlctiins at the scene^ and 

• require &jat aH mtyor tiwima vicffins be talcen to a tnauna c^tef. 



Liiniled Assiu^anees of 
Appropriate Traiirna 
Gaie 




FisMff 8.1: ftMpKal Trauffui Tiain 
RivivlifgPitlim 



'UwraioeO. Wafldns, UJO^ Are De^ Rata Oomari^On^ 
cmMry HetttDiieMe. vdL 75, do. 8» June 1084^ p. 203;^lljUiam B.l^iiii^ RiX^uid Thomas J. lirnx, 
"DedMxsg Caidlovaciilar Mort ifflty r" Cteailittte 70, m. 3, SepOatib^ 1884, p.a34^Rabi9t I. 
Veyy,VlJ),,'*^amB the DMrease in CanUovaacular SSmtality," 
v6L 64, August 27, 1964, p. 7c 
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I^auma Systems Shown to According to the Aitwrican GbUege of Sitfgeons (as), a sj^tem deigned 
Save y ves gpedfic^y for trauma care will reduce trauma deaths. A National 

Acaden^ of Sdi^ces study repoils that ea^ y^mb^ 140,090 
An^c^ cUe f rom ^jtInes and one in three persons suffers a nonfotai 
iiyury, Iiyurlt^ c^ns^^ the most ^>ensive health problem, costing 
$75 bUlibh to $109 bilBmt per year.^ Various studio in areas around the 
coimtry have shown th;^ tnumia i^i^stems can reduce the trauma death 
rate as much as 64 percent. 

In cone study, a team of physicians reported that specialized trauma care 
rotild have saved 28p^'^t ^ tiidse with head and spinal ii\iui Ira 9nd 
73 percent of those with otiiar iiyuries in a county where victims tvere 
transported to the near^t hdspitsd.^ Iii Washii^n, D.8 , a 60-perc^ 
reduc^m in timi^ dea^ over 5 yeara has beai credit^ to the devel- 
qpmecit of a trauma care ^tem.^ A sUdy of Saii Diego's timuiia system 
showed that ttie timmta deatft rate by 55 percent after the imple- 
mentation of a trauma care system.^ 

^^^s^nattc approa^^ to trauma cso^ delivery be^^ns at the scaie when 
an emergency medical l^echnician or paramedic determine the nature 
aiidj^v^^ of ttie vic^En's iiyur^. JTsbi^ a trwima scoring ^rstem 
baaed on the patient's vital signs and symptomsi a numerical score is 
calculated which indiott^ the lev^bf iiyury^ Tlus sevm^ score det^- 
mm^ ttie level of hospital ^re needed to treat the ii^uiies. According to 
trauma expert Dr. R Adams (Dowl^^ trauma is a stirgical disease, with 
itirat^s^i^^E^ ti^^ surgery. Hi^fore, severe trauma vic- 
tims reqidre f rat transport with treabnent pro victed en route to a prede- 
termined hospital enier^^ umt s^^aU^ig m timana care, ev^ if 
btiter hospitals with lower levels of care are byparaed. 

llie Axi^rican C^O^bf tak^ tlte petition that b^ansporting 

the se^nsreiy ii^ured victim to the nearest ho^ital without r^ard to the 
level of care available is generally iib Iot^ acdeptiaHe. Hoover, it can 
be acceptia)le i^en transport distance are too great When the victim 



^NitSaial Academy of Sdmes, Bytatt y^^eriob^^^oRanying PuraeHetfatft^pMem. 1086, p. 1. 

^Jdm 6. Wot, M ^al, of T^railins Care: A of Two Coiihtiea,** ArehlvCTbfS ig^ 

VQlume 114, April 1979^ p. 460. 

Sal^ . DOT, T^dmical Bepoit DOT H8 a06 882, Auffirt Iflfig; p B. 

^te^^^^^^^^^^i^^^^^^^^^^^^g^4^y^4^ San £8^ 
Ooimfy Division of EknergkicylfottcalServ^ 
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cannot be delivered to the trauma center i^thin 1 hovx of the acdden?, 
MS rewmmends tran^rting Uie victim to a closer facility for stabiliza- 
W^xiy than transferniig the victim to a ixamha ^hter. 

Trauma centers are distinguished by the immediate availabili^ of spe- 
osdized physicians, surgeons, and equipment on a 24-hour ba^. itfs has 
defined the resDurces necessaiy for c^timal care and has established a 
nuimnum traunm e^ A vme^ of si^cal speaalty staff should 
be avaiiabie, as well as nonsurgical specialists, such as anesthesiologists. 
jSS also require specific lifg support and r^uscitatibh equipm^t, 
kitertsive (^e miits, operating suites, and laboratory sendees. 
According to ^ standards^ a imiumum of 350 trauma patients per year 
should be ti^t^ to^ eo^^fucal, and^ea^ Eftiysidah should treat at 
least 50 per jrear to maintain proficiency. 



Tr&mm Systems Net in 
Place in 10 ef the 18 ^eas 
Visited 



Ten of the 18 areas visited^ urban and 6 rural-^o not have fiiUy 
de\relb^d trauma s^ ori^^an^^is of data prdvic^ by 

local offidais. Th^ eith^ do not identify traiima centera, evaluate 
trauma victims^ or practice direct transport of trauma victims to a 
trauma o^ter or otiterwise have transfer agreements. As shown in table 
5.1) of the 10 areas, 5 have not identified trauma centers, 5 lack a 
standard metiiod to id«rti§r^rauma v^^^ proce- 
dures for routing ^auma victims to the ^uma center, either directly or 
through transfer i^reemeiits. 
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T^bhi 5*1: Trauiiia SysiMis In 18 Local 
Areas* 





idintifiid 
tnuurn 


Scorlng^ 
iystnn* 


Tnniport prictlc#' 


devalop9d 
•yatwn 


Alameda, CA 


No 


ies 


Nearest hospital 


No 


Boston, MA 


Yes 


Yes 


Direct transport 


Y^ 


Dade Co.. FL 


)fes 


Yis 


Direct transport 


Yei 


Sacramento, OA 


Yes 


Yes 


Direct transport 


Y^ 


Placer Co:, CA 




Yes 


Direct transport & 
transfer agreernent 


Yis 


Melbourne, Fb 


No 


Ybs 


Nearest hc^tal 


No 








Brevard Co.. FL 


No 


Vis 


Nearest hospital 




Fbwa City. lA 




No 


Nearest hospital 


- No 


Iowa Co., lA 


Y^s 


No 


Dlreot transnoft ft 
transfer agreement 




Rarnsburg, RA 


Yes 


Yes 


Direct transport & 
transfer agreement 




Perry Co.. W 


Yes 


Yes 


Direct transport 


Yes 


San Antonio: TX 


Yes 


- - No 


Direct transport 


No 


Atasc(»a Co., TX 


Yes 


No 


Direct transport 


m 


Amarlllb, TX 


Yes 


Yes 


Direct transport 


Yiw 


26 counties 
surroundihg Amarlllb 


Y^s 


Yes 


Direct transport 


m 


West central Iowa 


No 


No 


Nearest hospital 


No 


Vtestem 
Maseachusetts 


Yes 


Y^s 


Nearest hospital 


No 


Nortt^east 
Pennsylvania 


No 


Yi^ 


Nearest hospital 


No 



"Based on jntormatibn provided by iocal EMS officials: 

^Areas that have identified or categorized hc^pitiTs capable of provirjlng trauma care. 

Systems used by paramedics and EMTs to idehtify severity of injury to trauma victims. 

^'^ww Pffc^fe^ that have 

trjiri8fer _^r6^irneni8 when direct transport is too long; or areas that transport to the nearest hospital 
without regard to Its capability. 

*Areas with all three (X)mpbheht8 of a fully developed traurtia systern. 

ja^ of a cDmpletely developed tiwima redu^ the like li- 
hood that trauma victiitis are acauately identified and given lifesaving 
carejn the mc^ a^rop^^ areas, local ofHdals 

dj^cribed the following incomplete txmuna ^sterns. The rural western 
Massachusetts area has two hmpitiUs identified as &au^ 
^thb^p a sdbxteg ^tem is used to identify trauma victims, protocols 

do not requ^ i^stematic routing to trauma centers wh^a^ti^uma 

victim has been id^ttfied. bi some cases, o^tiadly i]i\jured pati^te were 
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transported to the nearest hospital^ which was not an identified trauitia 
eehter, even thbu^ a trauma center was one mile farther; 

In the ^^st central Iowa region, ho hospital has been identified as a 
titmma c^ter, and patients are taken to the near^ h^ital. The t^ 
hoi^itals we visits in the area are not equi{]^)ed for trauma care based 
oh A^standards.^^ availability of spedalized 

surgwns, cqserating rooms dedicated to emerg^mcy trauma cases, or ^)e- 
dalized equipment Further, ho trahsfir s^reemehts are in place to take 
patients to titnuna outers outside the area. 

Another example of tii^m|3ete trauma systm was id^tifickl in Sah 
Antonio, T^as. Although antibukmce company protocols require that 
trauma victims be transported directiy to the h^ital identified as the 
^uma ^^r, lib ]Ek» 

trauma victims and those with less serious iiUuries. The extent of iiyufy 
is not alwa^ readily app^^ internal ii\juries are 

involved. Failure to iqrstematirally identify the m^ severely ii^ured 
victims may d^iy the bei^ts of tratima centers to the patients who 
i^ed tiim mrat Simfl^ly, tnm$p6itihg^%^ 1^ seriously ii^ured to 
trauma centers can overburden the staff and facilities. 

p^t of £he 18 areas have RiUy developed trauma systems (see table 
5.1). Not only has a trauma center been identified in th^ areas, but Ei^ 
persom^l use a scbrihg systm to assess the condition of ti*auma vic- 
tims, who are directiy tran^rted or transferredl to the identified 
tratuna^benter^For Gal^onua, the Uhiveraity of 

Cidifomia-Davis Medical Center has been identified as a trauma center 
to serve sevei9l counties. Guidelines require victims identified as severe 
ti^amna cas^ by a soo Aig s^t^ to be ti-an^rted directiy to the 
tnumia center. In ai^acent Placer 05unty> because of lor^ trans!K)rt 
times to tills in^cal^iter, 1^ of finals ssud tita^ ti^uma victims are 
tidcen to the near^ hospital, stabilized, then transferred to the trauma 
center through formal written trarts^r agreements or directly trans- 
ported by heUebpter to tite medicia crater. 

Another example of a ful^^^ is Bade Gbuhty , 

Florida. A local cooperative effort to ^rstem^caUy deliver trauma care 
has l^n in c^ratioh since September 1984. The Trauma Network, com- 
posed of ei^tidratt tiwuna protocols 
used by the five emer^ncy medical service providers. Tlie protocols 
require the transport of severe trauma \actims to the driest timtma 
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center. Each trauma center also contributed $100,000 toward the pur- 
chase of an air ambulance helicopter. 



AccoxtiUng to state and local of fldais, resist^ce from certain ho^itais 
and physicians impedes the development of a trauma system. They said 
etnergency room pt^acutis and adminisbBtors of immunity hospitals 
often resist the concept of a trauma ^tem with direct tran^rt prac- 
tio^, feaiing ^J^sbf pati^l^ who wotSd be routed to ti*amha ca- 
ters. They are concerned that an oveni^^ment of the severity of 
iiyuiy at the scene may uimecessarily divert patients who do not require 
speciaUzed cioe to traoma centera, ec^ndzracs^ penalizing other hospi- 
tals. AI9O3 state EHS offldais indicate that some hoi^itals are concerned 
th^J^^ti^ d^ipated as trauma ceh m^advahts^e in 

attracting 1^ severe^ ill or ii^ured patients for nonemergency care. 

State govenimeztts have provided Uttie leadership in developing trauma 
i^stemsi partly due to these ho^ital industiy concerns. Ilie six states 
li^^ have g^i^BUy x^t dev^op^Jtanda^ds^^ tramtia fitters or 
prodded guidance to local offidais on ^nsport polides. For instance, in 
Florida^ a bill introduced in the itiid 1970'$ to establish a statewide 
trauma cei^r ide^ 

ttom the Florida Ho^ital Assodationj according to a state ems offidal. 
ITe said Sie j^s^d^^ was ^^nied over tiie 1<^ of patt^ts to hospi- 
tals not identified and believed individual hcspitals should make titieir 
own dedsioits about whether thi^ should of f^r trauma services. The 
Florida office mw approve hc^iti^ as traunm centera tihrough a 
voluntary prc^grami only verii^ing tiiat the ho^itals' a^lications and 
list^r^mt^avail^^ wiiUi state standazi^ ceh- 

tera» based on the J€B standards. The state does not require identified 
hospitals to maintain minimum caseloads^ nor does it require trauma 
\ddim id^tttficaUoiTOT direct tzansprnt of the victim to tiie trmmta 
center. The Florida ebis director said that state designation based on 
minimiun easi^oads is unn^^^sary because ecbhomic pr^ur^ will 
eventual^ force ho^itals ^th lower caseloads to discontinue relatively 
expensive trauma care services. 

In lowi^ the local emb re^ons selected and recomm^ded hospitals to be 
formally dCTigiiated as trauma centera by the state in the Is^ 1970's. 
Two hospitals not recommended filed iawsidts against the Efi«s region to 
sVop the identification process. The Iowa district court ordered the ems 
region to stop id^tif ying trauma cantera becaij^ the state ladced 
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Mttierityi^COT^u^ay tSe state withdrew fran the trauma center 
identification role. 

Movem^ ^ und^ in several stateSj^hgwever^ to strengthen the 
state's rale in t3Wima i^sulati^ fit Pauwylvama, 1985 le^sla- 
^n auSi^ri^ ti[ie Pouisylvania Trauma S^tems Fbundation to iden- 
tify txarnna^ters throughout the state. The ncmprbfit^i^ra^ 
compmed of sti^ heal^ bff^ids 1^ medical oiiganization representa- 
tive, will accredit trauma centers. The act establishes standards of 
c^ration for trauma centera, based oh aos guid^i^, as weU as 
i^uini^ a mihimum traiutika otseload for reaco^tation. In T^xas, a 
State Heaitli Coordinating t Force is reviewing the typM of service 
availableat ho^tals ^d^is^i^d^mg i^mmehdihg that the state 
te^dature implement state-wide criteria for trauma centers^ according 
to state officials. 



F^eral Heal^ F^xtaneing 
Pr^^tuns May Af feet 
Deveiopment of trauma 
^sterns 



The ^eral^govenu^^ fmandng programs m^ also have an 

effect on icmmz care. The Medic^u? program includes coverage for hc»- 
pitalizatioii of the elderly axid is faiei^y adn^^ 'Hie Medicaid 
pi^nan ^so indudes hdspitaUziddon of iow-income patients and is state 
administered in accxirdance witli foderal ^deliii^. In additimi to thi^ 
fedei^y sj^nm^ hmpitalization of other pati^ts may be 

ravered by private insurance policies. 

Re^tj^ai^^ in hdc^ital paymait methods might affect the develop- 
mait of timunacare. Until 1980, M^ltearepa^dh^pi^^^^ 
able costs incurre d tit gating Mectti^ffe benefidariai. Recau^ the 
rei^onabie cmt payment system did not give ho^itals enough incentive 
to control their oMtSi the C^n^r^ auiSM a^p^pecttve ps^rment 
^rstm for hcMrpitids. Under this system, h<^tais are paid a predeter- 
mined amount for eadi MedicaJre case based on the dia^^is rdate i 
group CDRG)inte^wh^ tiie oise f aSs* mos are sete of medicaiiy related 
^Oa^iosm for wMch the c»t of treating patients is e^^ 
similar. 



The DRO payment rates are based on the average o6s/ts of hospitals to 
trei^pl^ai^^ffi^ Sie mQ. This ps^rm^t ^^s^ is not 
designed to pzy the actual costs of each f^ent but rather to cover ttie 
average costs for all p^en^ tre^^ in a ms. It is expected that the org 
payment will overoompensate hosidtals fur less severe cases in a drg 
and undercompensate for more severe cas^, but oh average, ah ef fideht 
hospital should reedvc suffident piqmi^t to rover ite costs. 
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Where trouma systems are in place, sp^ialized trauma care centers are 
likely to receive a dispropbrttcmate number of these severely ixyured 
patients. To the extent that these trauma centers treat a di^rcp^r- 
ti^u^ share of more severe cas^, ste^^ 

a^ect of the drg iru^ not adequately compensate them for their orats, 
even if th^ are efHcientJ However, trauma centers may also receive 
ehou^ le^ severe tracona ^ises to offset ttie paj^^t effecrt of titie 
severe cases. 

Johns Hopidns Universi^ is studj^ing tiie potentistl effects of orgs on 
trauma care in Maiyland. For head and filial iiijuries^ the study found 
ttiat the s^e's most spe^Sized tiauma center ^uld lose $5.7 iraHioh if 
the new drgs were used as the payment meth^ for all their patients 
seen over the year, repr^ehting a Ic^ of $12,200 per patient.^ 



Officials involved in monitoring health care reimbursement programs 
ot^erve titat ttie ^ effe<^ of tti^ new paj^n^^ poUcy may hot be felt 
for several years because the si^ 

yeara 1983*87, and only about 8 percent of Medicare's payments involve 
tiuuma care. Th^ added, however, that: 

> Medicare's new poi&sy is ^aduaUy beoig adopted by Me<ficaid, whidt 
has a greater Hnancial impact on trauma centers. F^r instance, Medicaid 
repr^ents dose to 17 percent of the Maryland trauma center's income, 
according to tiauma center of Hdals. As of 1986, 12 state Medicaid pro- 
grams are using drgs^ and Hve other states are considerably using them. 

* Some privfi^ msureiB ^ also mdvmg to adopt ^t6s; Blt^ Gro^/Blue 
Shield is ui^ng them in four states and is testing them in two other 
stat^. 

^ discussed the ef^cts of i^GrS with the director of reimbursement 
policy for ffi^'s Healtii Care F^i^iahg Adiramsti*atimi (hgfa), which 
administers Medicare and Medicaid. He reco^iizes the potential inequi- 
ties but has r^rvatibits about making any change at this time to the 
pr^nt deKj rs^ under Medideffe for sevend reasons. Mrat, as men- 
tioned above^ the trauma carload in Medicare is Idw^ and most trauma 
cent^ function as unite wittuh hospitals tiiat s^e ttie full range oi 



^See fc^ exany;ae, Lgiiworth H. Jiaibi^^'Tbe pfect of I^ra^^Aiye^Iteli^^ oii Trauma 
PatioUa," Ainericah Cdltotil SumeonaBuMetfe vol 70, no. 2, February 1986. 

^Tliis tiwuiia oaaia^ts^^pt&a^^ Ixym^pi^^ttts and has ito own a^pa i ^niittiiyL 

area and staff, bi other selttngi where trauria oentere are paxt of a larger jK)q^*8 t^cei^gency aer^ 
ytos^ pii»r^^ai^ ftani d^tog ten sewe^li^jGffed padaits may ofbet the lews: Thei^re, the 
study's flndihgs may not fUUy i^ily 16 other setcbigs. 
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iiyuiy eas^^d can I profite to offset any trauma center losses. 

Second, with regain to modifying orgs, acyustingfor severity requires a 
it^thddolc^ that^will take sevei^ ye^ to develop, sdthbugh studies 
are underway. Anally, ^^ting ti-auma centers an exemption from the 
DRG-based system could set a precedent for grantihg exemptions to ottter 
specialized care fadUti^. 

R^anling Medicaidy^ti^^ pblides, but H€FA 

reviews and approves the critena and methodolo^ used by the states to 
set rates. Currently^ mjFA dora not specifically deteraune the effects of 
state^liai^^^uma or bttier specialized care systems in these 
reviews, according to this mjFA official. 



C^ClUSion^' Severely iiyured patients in many areas of the cduntiy may hot receive 

the b^ p^ible^tiatuna care bedause many local areas have either not 
designated trauma centers or do not assure that severely ii^ured 
patients are taken to identified trauma centers. 

The identification of a hospital as a trauma center can offer status but 
mayjhreat^ otiier h^pitals m ttie area with potential lo^ of patients 
and prestige. Thus, many local areas, as well as states^ have experienced 
opposition from the medical community to ef f^ts to establish trauma 
^htere. Stat^ ar;^ -a the b»t position to overcome the barriers to 
trauma system development. The six v/e visited had done little to 
eii^un^^ystm develbprheht, but seversd are taldng steps to establish 
statewide trauma guidelines. 

Recent dtanges being phased in under federal and state health financing 
programs to cH^ntain health cafe costs might have the effect of discour- 
aging h^pitals from speciaUang in ti*auma care because the reimburae- 
ment rates do not reflect the higher oosts of treating the most severely 
ii^ured patients. As drm are more widely adopted, payments for trauma 
cehtere that trestt a dispropoiti^ate share of severely ii^ured patients 
may decrease. However, hcfa officials assert that any potential l^ses 
may be dfftet^y tiie ffitsmciiS gains in seeing less severely ir\jured 
patients drawn to trauma centers. While it is not clear whether a change 
in Inderal pc under Medicare shbiHd be madetb adUust payrheht 
rat^ for tlte ciu e of severely ii^ured patients, hcfa should further 
explore whether trauma centers suffer an adverse fihaheifid impact as it 
c^tihues to review tite impact of drgs on financing and the qualii^ of 
care. 
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Altiiough Medico's ^wuna otseioad is idW| hc^ has a role in 
a^roying state Medicaid pn^ranis where the trauma caseload is cdii- 
stdehiUy h|^^. Om^d^^ tiie larger financial impact of Medicaid on 
trauma cent^, wsfl should also explore tlte impact of state reimburse- 
ment methods oh timima care when it reviews criteria and methods 
used by stat^ to set reimburam^t rat«. 



the Secretaiy of Health 
aitd Human Service 



We recommend that the Seqretary direct ecfa^ as part of its continuing 
ass^smetit of the Dbgs, to detentiihe whether ttiey have ah adv<^ 
Ilhandid impact uh ^auina o^to^. The r^ulte of this analysis should 
be considered along with other factors in aiieraing the n^ for a chaiip 
in ^ tiwmia-i^i^ paym^t^b^^ We also recommend tiiat ike 
Secretary direct bcea to determine whettier Medi^d reimbursement 
rat^ set 1^ the stat^ have ah adverse inoiahcial ef 1^ oh trauma eai- 
t^ as part Its review of each state's reimburaement ^teria and 
methods. 
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deaths cah be prevehted. 
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